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REVIEW of about too articles from the 

[ literature in English, Spanish, French, and 
German on the subject of carcinoma of the 

colon shows rather close conformity of opinion 
concerning certain signs and symptoms of malig- 
nant disease of the large intestine and the inci- 
dence of these lesions in the various segments of 
the intestine. The difficulties encountered in ad- 
vancing the factual evidence regarding the etiol- 
ogy are a matter of general knowledge, and there 
is a growing accord in the feeling that the solution 
of the problem is becoming a more intimate and 
personal responsibility. That methods of treat- 
ment are being improved at a more rapid rate is 
evident, but regardless of the value of the ac- 
cepted forms of procedure, the results show a wide 
variation due largely to the condition of the pa- 
tients and differences in judgment and skill in 


/ 


carrying out the steps in the operative technique. | 


ETIOLOGY 


It is obvious that each step in the advancement 
of the knowledge of disease subdivides the sub- 
ject into more minute parts and enlarges the scope 
and possibilities of future studies. This has been 
true of neoplastic disease of the rectum. For in- 
stance, Santy and his associates and Junghanns, 
subscribing to Lambling’s definition of villous 
tumors, have made extensive investigations and 
have written at length regarding particular stages 
in the evolution of these neoplasms. They sug- 
gest that coincident with villous tumor there may 
be a predisposition to proliferation in various 
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organs, and they call attention to the confusion 
that arises from the relative frequency of second- 
ary malignant degeneration of villous tumors, but 
state that certain histological differences exist 
between dendritic epithelioma and the simple 
villous growths. The opinion of Fansler (2) is 
that all epithelial tumors except those of the de- 
generated fibrous type present some danger of 
malignant degeneration and that some of these 
tumors, especially the flat, button-like lesions, are 
often malignant from their earliest onset, but that 
the majority of pedunculated lesions are, in the 
beginning at least, benign adenomas. Martin and 
many others have stated that rectal adenomatous 
polyps constitute the most dangerous, as well as 
the most common predisposing factors in the 
development of rectal adenocarcinoma. Hardy 
estimated that malignancy occurs in more than 
40 per cent of polyps, and remarked that polyps 
occur most frequently in the large intestine. 
Junghanns, in a discussion of the work of Schmie- 
den and his coworkers, emphasized that 70 per 
cent of the malignant lesions in 130 specimens 
removed at operation from the large intestine 
had an unquestionable relationship to intestinal 
polyps. In 7,000 postmortem examinations, 
Lawrence found that polyps were approximately 
12 times more common in the colon than in the 
small intestine, and that the incidence more 
closely approached that of malignancy in the sig- 
moid and rectum than in any other region of the 
gastro-intestinal tract. Nystroem attributed the 
development of carcinoma of the large intestine 


506 INTERNATIONAL ABSTRACT OF SURGERY 


to polyps in as high as 63 per cent of the cases, and 
assumed that there is an hereditary disposition to 
polyps in from 50 to 60 per cent. Felsen observed 
that polyps with long pedicles rarely become ma- 
lignant, and that those with very short pedicles 
quickly become sessile, flat, and broad, when 
malignancy supervenes. 

Reed and Anderson projected an interesting 
array of possibilities as to factors of influence in 
the causation of carcinoma of the intestine when 
they asked if there may be some predisposing ele- 
ment which favors the development of chronic 
ulcerative colitis and carcinoma as a sequel and 
complication of amebiasis, and whether there is 
any relationship between carcinoma and defi- 
ciency of Vitamin G or Vitamin B. Individual 
susceptibility to some such factor may initiate 
the pathological process of carcinoma. 

Spangler stated that in his opinion there is an 
hereditary element influencing the incidence of 
carcinoma, and that if accurate data can be ob- 
tained, it will be found that there is usually a his- 
tory of carcinoma in the forbears of a child in 
whom the disease develops. Carcinoma does not 
respect age, for it occurs in infants as well as 
adults. Primary carcinoma of the intestinal canal 
is the form that develops most commonly in chil- 
dren. However, Martin and others maintain that, 
as regards the forms of carcinoma which affect 
human beings, heredity is as yet unproved, but 
that there is justification for tentatively accepting 


a theory of congenital or acquired predisposition. 


INCIDENCE 

In all of the statistics there is striking uniform- 
ity of opinion concerning the frequency of occur- 
rence of carcinoma in the various segments of the 
bowel, and concerning the mortality (Shaw). 
Partsch (2) concluded that about a third of the 
tumors are in the right half of the colon, a third 
in the sigmoid, and a third in the transverse seg- 
ment and the left side of the colon. In Mallory’s 
series of 3,535 cases of gastro-intestinal malig- 
nancy (quoted by Shaw), 51.54 per cent of the 
lesions were in the large intestine. In a very care- 
ful review of a much smaller group of cases, Rosser 
(1) found that carcinoma was most frequent in 
the rectosigmoid. 


SYMPTOMS AND SIGNS 


Spangler urged painstaking research and judi- 
cious correlation of associated facts, since the be- 
ginning of the disease and the first symptoms sel- 
dom coincide and often there is no suggestion of 
the presence of the disease, such as stenosis, com- 
pression, perforation, or hemorrhage, until there is 


interference with the function of some important 
organ. Even when carcinoma of the colon causes a 
disturbance, the presenting symptoms are not 
sufficiently definite to establish a certain diagnostic 
criterion for all cases. Rosser (2) noted that car- 
cinoma of the cecum and ascending colon appar- 
ently simulates chronic appendicitis in more than 
two-thirds of the cases, except that there is weak 
ness due to anemia, and fever is absent. Consti 
pation is perhaps the most predominant com- 
plaint of patients who have growths in the mid 
colon, although the presence of blood in the stools 
and diarrhea are not infrequent. Two-thirds oi 
Rosser’s patients with carcinoma of the descend- 
ing colon and sigmoid had constipation and colic, 
and about a fourth had continuous diarrhea. 

In my experience and that of my colleagues, 
the most common erroneous diagnosis in the pres- 
ence of carcinoma of the cecum or the right side 
of the colon is unexplained secondary anemia, per- 
nicious anemia, peptic ulcer, cholecystic disease, 
or appendiceal abscess. If the growth is in the 
left side of the colon the erroneous diagnosis is 
more likely to be appendicitis, colitis, spastic 
colon, or disease of the adnexa. Colitis and hemor- 
rhoids take precedence among erroneous diag 
noses when the growth is in the rectum. 

Steindl mentioned that in 22 per cent of a series 
of cases of inoperable carcinoma, the condition 
became inoperable because of errors in diagnosis. 
Manson-Bahr urged diagnosticians not to lose 
sight of the fact that severe diarrhea may be an 
accompaniment of intussusception, diverticulitis, 
polyposis, and malignant lesions. Salvin con- 
cluded that intussusception occurs most fre- 
quently in young persons and in the upper seg- 
ments of the intestine, and that intussusception of 
the sigmoid into the rectum is rare. According to 
Sinjajev, ileus is more likely to be a complicating 
factor in persons past middle age, and in many cf 
these there is a co-existing volvulus. Both intus- 
susception and ileus may be associated with car- 
cinoma. While the presence of other disease may 
help to obscure the situation, Cade expressed the 
belief that, regardless of attending difficulties, 
rectal examination and intelligent use of the roent- 
gen ray should permit early diagnosis in go per 
cent of the cases, and the reason that only 40 per 
cent of the lesions are recognized early is that the 
physician is unable to convince many patients of 
the necessity for a thorough examination. In his 
estimation, the predominant symptoms of disease 
in the right side of the colon are likely to be weak- 
ness, less of weight, dyspepsia (gaseous distur)b- 
ance early in the course of the complaint), pain of 
an aching character (rarely colicky) in the right 
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side of the abdomen, a change in bowel habits, 
and constipation (rarely marked). The leading 
symptoms of disease of the left side of the colon 
ire those of obstruction, and since this portion of 
the bowel is not so important physiologically as 
the right side, these symptoms do not occur early. 
Blood with the stool is a fairly constant observa- 
tion when carcinoma is in the left side of the 
colon. 

Rankin (1) stated that bleeding occurs in 85 
per cent of all carcinomas of the rectum at some 
time during the course of the disease, and in more 
than half of the cases it occurs as the initial symp- 
iom. If a polypoid lesion is present, profuse mu- 
copurulent fluid diarrhea usually constitutes the 
predominating symptom, and in most cases blood 
will be observed in the stool; colic and flatulence 
are usually present (Nystroem). The significance 
of pain in the right iliac fossa is emphasized by 
Gordon-Taylor and others, who are of the opinion 
that pain in this region in middle-aged and older 
patients always should awaken the suspicion that 
a constricting carcinoma of the distal part of the 
colon is present. A hydrocele that develops sud- 
denly may be of tuberculous or neoplastic origin. 
Pain and bleeding were the chief manifestations 
of carcinoma of the rectum in Ramirez Caldéron’s 
cases. The presence of a symptomless fistula may 
still further complicate the diagnosis, as in a 
case reported by Carnot and Caroli. 


DIAGNOSTIC PROCEDURE 


Improvements in the technique of roentgeno- 
graphic examination very likely are responsible 
for the greatest recent advancement in the con- 
trol of carcinoma as they have made possible the 
detection of an increasing number of early lesions. 
Non-obstructive growths of the colon and rec- 
tum are difficult to detect on account of the varia- 
bility in the length of the pelvic loop, its motility, 
and a tendency toward overlapping which ob- 
scures the outline of portions of the intestine. 
Spasms of the intestine, the position of the pa- 
tient, and lack of canalization interfere with the 
demonstration of filling defects of the pelvic part 
of the colon, but in certain cases, according to 
Thompson and Soper, the use of a gravity-flow 
barium enema in conjunction with roentgeno- 
graphic study will be found of distinct advantage. 
The detection and differential diagnosis of granu- 
loma were aided by proctosigmoidoscopic exami- 
nation in Yeomans’ (2) experience. According to 
Hummel, the recognition of polyposis is not par- 
ticularly difficult; an accurate clinical distinction 
between inflammatory infiltration and annular 
carcinoma requires far greater diagnostic acumen. 
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Hartmann (2) stated that the popular impression 
regarding the preponderance of inflammatory 
strictures in women is misleading; in his cases the 
incidence of such strictures in women was 56 per 
cent, not 80 per cent. 

In many cases of carcinoma of the rectum the 
simple procedure of digital examination will re- 
veal the growth. As this examination is often 
omitted, regardless of suggestive signs and symp- 
toms, there is need of a radical change in the atti- 
tude of physicians and laymen toward rectal com- 
plaints, and in the scope of physical examinations. 
If the growth is in the lower part of the sigmoid, 
the use of a proctoscope will be required. Jirdsek 
reported 3 cases in which digital, proctoscopic, 
and roentgenographic examination failed to re- 
veal the carcinoma, and explained his experience 
by the manner in which carcinomas grow and the 
fact that not all of these lesions affect the mucosa. 
According to the opinions recorded by physicians 
in diverse parts of the world, it is their intention 
to emphasize the need of “cancer consciousness”’ 
and the judicious use of methods and equipment 
in correlation with the history of the symptoms, in 
order to increase the frequency of early and cor- 
rect diagnoses. Okinczyc suggested more frequent 
use of the proctoscope in the clinical examination 
to reduce the incidence of error in the pre-opera- 
tive diagnosis, for definite knowledge that the 
growth is benign may spare the patient an un- 
necessarily radica] operation and an artificial 
anus. 

OPERATIVE PROCEDURE 

The advancements in the science of medicine 
have widened the horizon of operability for carci- 
noma of the large intestine, and careful attention 
to minute details in the pre-operative preparation 
has been rewarded by a decrease in the risk of the 
surgical procedure. 

From the number of times mention is made of 
pre-operative immunization against peritonitis, 
it is evident that there is growing recognition of 
the value of the use of vaccine as a preventive 
measure, according to Herrmann, Weinstein, and 
Milone. D. F. Jones teaches that a dry, well- 
cleansed colon and proper technique will preclude 
infection at the time of operation. Gordon-Wat- 
son stated that the use of the Furness clamp offers 
a distinct advantage in the control of contamina- 
tion. MacGuire divided the intervention into 
several stages, and used special surgical means to 
prevent the infection which is often attributed to 
clamping. 

The treatment of lesions of the bowel should 
be as radical as the conditions demand. To be 
most successful, it must continue to be an indi- 
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vidual problem in each instance. Gebhard has 
estimated that operation is possible in only from 
45 to 50 per cent of cases of rectal carcinoma. On 
account of the high incidence of so-called “in- 
operable”’ lesions of the bowel, the problem of in- 
operability alone is of considerable size and war- 
rants a consideration of some of the methods on 
which reports have appeared in the literature in 
the past year. Gernez reported that he had ex- 
cellent results from electrocoagulation in certain 
forms of suppurating anorectal carcinoma. In 
addition to the rapidity of the intervention, the 
advantages of this treatment include absence of 
bleeding and rapid subsidence of fever and pain. 
Nordentoft used electrocoagulation with subse- 
quent operative removal of the growth, and was 
able to preserve sphincter muscle. To avoid 
colostomy, Strauss and his associates first coagu- 
lated the tumor endoscopically and subsequently 
removed the ensuing stricture by a Kraske type 
of incision. Gauducheau has employed the 
method of Neumann and Coryn (colostomy sup- 
plemented by the use of radium seeds), but raised 
the question as to whether colostomy alone might 
not have yielded a result equally satisfactory. 
Binkley (1) employed gold seeds as an adjunct to 
other forms of treatment, especially in certain 
operable lesions. Steindl expressed the opinion 
that treatment with roentgen rays and radium is 
unsatisfactory, and suggested electrocoagulation 
of the tumor to enlarge the lumen, chordotomy 
and sympathectomy for uncontrollable pain, and 
colostomy for tenesmus. Binkley (2) likewise con- 
sidered irradiation treatment of rectal carcinoma 
primarily a palliative procedure. Fansler (1) used 
electrocoagulation not only for inoperable lesions 
of the rectum, but also for certain early neo- 
plasms. Schreiner reported that some patients 
are living from five and a half to more than thir- 
teen years after local irradiation of borderline or 
inoperable lesions, and expressed the belief that 
the percentage of cases in which healing follows 
irradiation may offer some encouragement in the 
treatment of inoperable rectal lesions. Gordon- 
Watson and his associates used radium therapy 
in selected operable and inoperable cases, but 
remarked that the results are too uncertain to 
warrant substitution of radiotherapy for radical 
operation except under special circumstances. 
Stone concurred in the opinion that irradiation 
should not supplant surgery for rectal carcinoma 
if the lesion is removable. He believes that the 
effectiveness of palliative irradiation of inoperable 
carcinoma of the rectum depends on the radio- 
sensitivity of the tumor, but expressed the belief 
that this treatment should be given a trial. 
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Shedden found that carcinomas of the rectum are 
resistant but not insensitive to irradiation, and 
that the response of such tumors varies. Dufiy 
concluded that a combination of irradiation and 
surgery is usually required for the proper treat 
ment of rectal carcinoma, and that irradiation 
should be reserved for palliative purposes in ad- 
vanced stages of the disease. 

Discussions of treatment logically lead to the 
subject of malignant metastasis, which was once 
considered an adequate reason for declaring 
against radical operation for the extirpation oi 
even an easily removed primary lesion. In recent 
months, the literature on carcinoma of the intes- 
tine shows a definite change in the trend ot 
thought. This is evident, for example, in the 
opinion expressed by Gordon-Watson that con- 
siderable doubt should be entertained concerning 
the nature of a nodule in the liver which can be 
felt but not seen, and that it is better to extirpate 
a removable primary growth which causes dis- 
tress and leave the hepatic nodule alone as the 
latter may be an angioma or fibroma rather than 
a secondary deposit. Koch subscribed to this 
opinion by saying that resection will often permit 
an endurable existence for four or five years. 

When an operation is to be performed it must 
be as conservative as conditions permit and stil! 
offer the patient the optimal chance for maxima! 
relief. It is well to keep in mind the admonition oi 
T. E. Jones (2): ‘It is an error to perform smal! 
operations for small cancers and big operations 
for big cancers; perhaps better results would be 
obtained if the plan were reversed.”” As Senante 
said, one is amazed at the variety of operative 
methods, all of which seem to have special merit 
on occasion, regardless of the increasing stand- 
ardization of the technique. Rankin and Graham 
mentioned particularly the standardization oi 
operations on the mobile portion of the sigmoid 
and rectum, which may be stated in general as 
exteriorization for lesions of the sigmoid, perineal 
excision of growths low in the rectum and in the 
anus, and radical combined abdominoperinea! 
resection for lesions high in the rectum and in the 
rectosigmoid. Connally, Vazquez, Hayden, True- 
blood, T. E. Jones (1) and Gordon-Watson prefer 
abdominoperineal resection for carcinoma of the 
lower part of the sigmoid and rectum. Morand 
unqualifiedly endorses the perineal approach. A 
2-stage operation for carcinoma of the rectum is 
the choice of some surgeons because they believe 
it to be safer as it allows rehabilitation of the pa- 
tient between stages. Yeomans (1) has written at 
length in favor of this procedure. Bernard has 
removed carcinoma of the left side of the colon in 










































1 stage, and Devine favors a 1-stage operation for 
certain types of lesions of the right side of the colon. 
Chaton stated that while the 1-stage procedure 
is of advantage because it subjects the patient to 
the risk of operation only once, he likewise re- 
serves it for selected cases. The problem of car- 
cinoma of the rectum is of considerable impor- 
tance, since it is estimated that 5 per cent of all 
deaths from carcinoma are due to carcinoma of 
the rectum (Wheeler), and this regardless of evi- 
lence (Devine) suggesting that lesions of that 
region progress slowly and metastasize late in 
their course. The fundamental technique of the 
method of Coffey has been used advantageously 
by Nystroem, del Valle and his associates, 
Hartmann (1), and Gaudier for the ablation of 
carcinoma of the rectum and rectosigmoid. The 
sacral route of approach is employed by Gold and 
Stritzko in the majority of their operations for 
malignant lesions of the rectum. Pannett resects 
the intestine by the abdominosacral method and 
restores continuity of the intestine. Successful 
transproctoscopic resection has been reported by 
Zehr. Thermocautery resection of a large scir- 
rhous tumor of the descending colon with gun- 
barrelled colostomy afforded complete relief from 
advanced malignant lesions, according to Mayer. 
For lesions of the right half of the colon, Burt 
performs a primary ileocolostomy and resection 
in 1 or 2 stages. He stated that although the so- 
called obstructive resection or modified Mikulicz 
operation is employed occasionally for malignant 
processes in the right side of the colon, those in 
the left colonic segment seem to be more amenable 
to this procedure. Noehren, Murdoch, and many 
others have from time to time attested to the 
value of the refined Mikulicz method. According 
to Murdoch, the Paul operation is applicable to 
carcinoma of the transverse colon and middle part 
of the sigmoid in selected cases. 

Since constipation is such a prevalent complaint 
it is worthy of mention, especially since observers 
such as Finsterer (2) are prompted to make the 
statement that anastomosis for constipation does 
not improve the patient’s condition and in most 
instances makes it worse. If stasis of the ascend- 
ing colon renders interference imperative, Fin- 
sterer fixes the cecum to the lateral wall of the 
pelvis, and if that fails, he follows the suggestion 
of von Schmieden and performs left hemicolec- 
tomy. 

Because of the serious danger of malignant 
transformation of polyps and the fact that such 
tumors occur most frequently in the large intes- 
tine, palliative measures such as cecostomy and 
appendicostomy should be excluded, except under 
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unusual circumstances. Complete removal is 
recommended by Hardy and by Santy, Mallet- 
Guy, and Croizat. 

Chronic ulcerative colitis. A review of disease of 
the colon would be incomplete without mention 
of chronic ulcerative colitis. The greatest advance 
in the treatment of this condition is the tendency 
to reserve surgical intervention for cases in which 
there is no response to medical treatment 
(Donati). If operation is indicated, ileosigmoid- 
ostomy may suffice; however, if the lesion is ex- 
tensive, colectomy may be required, according 
to Lardennois. 

Colostomy. One scarcely needs to mention the 
expediency and value of colostomy if the proce- 
dure is carried out on proper indication and the 
stoma functions properly. Weinstein stated that 
the secret of successful colostomy is the formation 
of a good spur to prevent leakage to the lower 
loop. Prolapse of the intestine through the stoma 
is another troublesome complication. Means of 
circumventing and correcting the protrusion 
have been devised by Weinstein, Gabriel (1), and 
Warwick. Ebner and Huet suggested a remedial 
plan of procedure for prolapse following amputa- 
tion of the rectum. Da.and, Welch, and Nathan- 
son presented statistics showing that patients who 
undergo colostomy for irremovable malignant 
lesions of the rectum live no longer than those 
who are untreated, and stated that the comfort of 
the patient is the only consideration in the forma- 
tion of an artificial anus when radical excision is 
not contemplated. 

Reduction in risk and mortality. Changes in 
basic procedures have reduced the mortality, both 
immediate and remote. Dominici stressed the 
importance of preserving the blood supply of the 
colon, especially the small vessels which run along 
the points of insertion of the appendices epiploi- 
ce. Many other detailed technical points have 
been mentioned by various surgeons. 

The immediate after-care is important in mini- 
mizing the complications and the surgical risk. 
Herrmann safeguarded against parotitis by hav- 
ing the patient chew gum, and D. F. Jones em- 
phasized the advantage resulting from the pre- 
vention of intra-abdominal pressure. Healing 
may be facilitated by maintaining physiological 
rest of the bowel. 

RESULTS 

In discussing the possible influence of the dura 
tion of the disease on the ultimate result of treat- 
ment of carcinoma of the rectum and sigmoid, 
Weitkamp restated the observation that about 
one year is required for the disease to surround 
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three-fourths of the rectum, and about eighteen 
months to surround the rectum completely. Ex- 
tension subsequently occurs through the lymphat- 
ic structures and finally reaches the liver by way 
of the venous circulation of the portal system. 
Pannett and Gabriel, Dukes, and Bussey have 
noticed that lateral or downward lymphatic 
spread in carcinoma of the rectum is found only 
in late stages of the disease when the hemorrhoidal 
lymphatic structures are blocked by metastasis. 
However, the delay of the patient in presenting 
himself for treatment is a counter-influence, for 
Raiford found the condition inoperable in about 
53 per cent of cases at the time of admission to the 
hospital. Finsterer (1) obtained complete recov- 
ery of 60 per cent of his patients who were 
treated for carcinoma of the rectum. In T. E. 
Jones’ (1) series of cases, 52 per cent of the pa- 
tients were well at the end of five years. Boland 
stated that, contrary to the former belief, more 
abundant lymphatic drainage to the right side 
of the colon for some reason does not favor rapid 
metastasis. Furthermore, the ultimate results 
may be improved if due consideration is given to 
the fact that there may be multiple concurrent 
primary growths, as in the case reported by 
Partsch (1), and that, subsequent to operation, 
another primary malignant lesion, which may be 
just as amenable to treatment as the first growth 
when it was discovered, may develop. Cases of 


such postoperative primary lesions have been 
reported by Young and many other surgeons. Be- 
hind seemingly partisan statements concerning 
methods of treatment, there is real sincerity of 
purpose which is bound to advance the science in 
the future. 
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Voss, O.: The Surgery of Fractures of the Base of 
the Skull on the Basis of an Experience of 
Twenty-Five Years (Die Chirurgie der Schaedel- 
basisfrakturen auf Grund 25 jaehriger Erfahrungen). 
1936: Leipzig, Barth. 


Twenty-five years ago the author made a depar- 
ture from the conservative treatment of fractures of 
the base of the skull which even today is almost the 
only treatment given. He was led thereto by suc- 
cessful results from operations which he performed 
in two cases of such fractures. 

In the course of the last twenty-five years he has 
treated 122 cases in the hospital. One hundred and 
four of the fractures were in the region of the ear or 
lateral base of the skull and 18 in the region of the 
nose and orbit, that is, the anterior cranial fossa. 
The difference between the two numbers was due to 
the fact that before 1929 his material included no 
nasal injuries. Of the 104 fractures of the lateral 
base of the skull, 66 were operated upon and 38 were 
treated conservatively. Of the 18 in the region of 
the anterior cranial fossa, 11 were operated upon and 
7 were treated conservatively. Voss says that it is 
not to be understood that, when fractures of the base 
of the skull were operated upon, they were approached 
from the convexity. In fractures in the region of the 
temporal bone and the anterior cranial fossa the 
fracture is better approached from the base and the 
operation should be done by the ear and nose sur- 
geon. 

Fractures of the base of the skull alone are less 
frequent than combined fractures of the convexity 
and base. In the author’s cases of fracture of the 
lateral base there were 12 fractures of the base alone 
and 54 combined fractures, whereas in his cases of 
fracture in the region of the anterior cranial fossa the 
corresponding figures were 7 and 4. 

Voss discusses the various theories of the mecha- 
nism of origin of fractures of the base of the skull. He 
states that the severity of the injury to the auditory 
canal is determined, not by the intensity of the force 
applied, but by the site of its application and its di- 
rection on the petrous portion of the temporal bone. 
The most common sites of particularly severe in- 
juries appear to be the occiput and a posterolateral 
site close to the mastoid process. The view of some 
surgeons that the bone injury in fractures of the base 
of the skull is of almost trivial importance as com- 
pared with the brain lesion is opposed vigorously by 
the author. Injuries of the anterior and lateral base 
of the skull are comparable to compound fractures. 
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It is not always easy to make a differential diagnosis 
between fractures from excessive bending and frac- 
tures from cracking as anamnestic data are often 
lacking. Bending fractures are usually due to a di- 
rect force and cracking fractures to an indirect force. 

Of the fractures of the base of the skull on which 
this report is based, 79.5 per cent healed and 20.5 per 
cent resulted in death. Of the fractures in the region 
of the lateral base, 49 were operated upon and cured; 
I7 were operated upon but resulted in death; and 
38 healed without operation. Of the fractures in the 
region of the anterior base, 4 were operated upon 
and cured; 7 were operated upon but resulted in 
death; 6 healed without operation; and 1 which was 
not operated upon resulted in death. Voss regards 
the relatively low mortality as particularly note- 
worthy because the cases were referred from the 
surgical clinic on account of their special severity 

The cause of fracture of the base of the skull was a 
traffic accident in 44 cases, a fall from a considerable 
height in 34; a fall from a lesser height in 15, an 
occupational accident in ro, a blow on the head in 7, 
an accident occurring in sports in 6, injuries from a 
fall and collision in 3, a war injury in 2, and an un- 
known cause in 1. 

The fractures of the petrous portion of the tem- 
poral bone are divided by Voss into longitudinal 
fractures, in which involvement of the middle ear is 
an important feature; transverse fractures, which 
involved the internal ear; combinations of longi- 
tudinal and transverse fractures; combinations of 
oblique fractures of the posterior cranial fossa and 
transverse fractures; combinations of oblique frac 
tures of the posterior cranial fossa and longitudinal 
fractures; partial and complete fractures of the pyra 
mids; partial and complete fractures of the mastoid 
process; and isolated fractures of the tegmen tym 
pani. The most unfavorable prognostically were the 
combined longitudinal and transverse fractures. All 
of the 4 cases of this variety were fatal. The prog 
nosis of the longitudinal fractures was favorable 
Of the fractures of this type, 39 healed and only 7 
were fatal. 

The clinical signs of the fractures of the petrous 
portion of the temporal bone were involvement 0! 
the auricle; suggillations in the region of the anterior 
cranial fossa and the mastoid process; involvement 
of the auditory canal, which was a frequent accom 
paniment of longitudinal fractures; hemorrhages 
from the ear (in 32 per cent of the cases); hemato 
tympanum or cerebrospinal-fluid tympanum; and 
the escape of cerebrospinal fluid (when this occurs 
there must be a fracture of the bone in the region 














the labyrinthine capsule with opening of the sub- 
arachnoid space, chiefly in the porus acusticus in- 
ternus, and a coincident perforation of the drum). 
In Voss’ opinion the escape of cerebrospinal fluid is 
alone a sufficient indication for operation. Hernia- 
tion of the brain substance was observed only 3 
times. In longitudinal fractures paralyses of the 
facial nerve usually become apparent either imme- 
diately after the accident or a few days later. From 
the findings of microscopic examination the author 
concludes that the opinion of Nimier that the axis- 
cylinder injury is caused by extravasated hemor- 
rhages is probably correct. As the nerve is not torn, 
its good regenerative capacity is easily understood. 
In pyramidal fractures, paralysis of the facial nerve 
was associated in every case with total deafness and 
absence of response to vestibular stimulation. 

The author observed only 1 exception to the rule 
ihat total deafness followed transverse fractures. In 
pyramidal fractures there was complete loss of func- 
tion of the cochlear and vestibular portion of the 
internal ear even when there was no paralysis of the 
facial nerve. On the other hand, longitudinal frac- 
ture did not always result in deafness. In one-third 
of the cases of longitudinal fracture, if those of deaf- 
ness with internal-ear symptoms are excepted, there 
were labyrinthine symptoms (vertigo, sometimes 
typical vertigo associated with a sense of movement 
of external objects, nystagmus, past pointing, and a 
tendency to fall). 

The roentgen findings are discussed in detail. The 
author usually made 3 examinations, 1 by the Lange- 
Sonnenkalb method, 1 by the method of Stenvers, 
and « by the method of Mayer. Each of the 3 
methods has its advantages. The Stenvers method 
proved particularly valuable for the demonstration 
of labyrinthine fractures, while Mayer’s method was 
found preferable for that of longitudinal fractures. 

Of 38 cases in which the roentgen and operative 
findings were compared, they agreed well in 19. In 
12, Operation revealed more than the roentgeno- 
grams, and in 5, the roentgenograms more than the 
operative findings. 

The author next discusses in detail the indications 
for surgical treatment of skull fractures. In 8 cases 
in which operation was performed because of symp- 
toms of intracranial pressure, there were 2 deaths; 
in 7 in which it was performed for diffuse purulent 
leptomeningitis there were 4 deaths; in 18 in which it 
was performed because of suspected endocranial 
complications there were 6 deaths; and in 16 in 
which it was performed for secondary infection in 
the region of the middle ear and mastoid process 
there were 3 deaths. In 3 of the latter there was a 
simple acute inflammation of the middle ear; in 1, 
an acute middle-ear suppuration with extensive poly- 
pus formation; and in 12, an acute middle-ear sup- 
puration with extensive polypus formation asso- 
ciated with mastoiditis. The 3 deaths occurred in the 
last group. One patient was operated upon for an 
acute exacerbation of a chronic middle-ear suppura- 
tion; 1, for longitudinal fracture with suspected frac- 
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ture of the posterior wall of the auditory canal with 
paresis of the facial nerve; 6, for a certain or prob- 
able transverse fracture of the petrous portion of the 
temporal bone; and 7, for combined basal and longi- 
tudinal fractures. One of the latter died. All of 
these cases are critically discussed in detail. 

The signs of fractures of the base of the skull in 
the region of the anterior cranial fossa were as fol- 
lows: purulent meningitis in 6 cases, 5 of which termi- 
nated in death; severe injury in 2 cases, with death 
in both; late infection of the frontal sinus and the 
ethmoid bone in 1 case; and fracture of the roof of 
the orbit with involvement of the accessory nasal 
sinuses in 2 cases. The danger of meningitis is far 
greater in fractures in the region of the anterior cra- 
nial fossa than in fractures in the region of the 
lateral base of the skull. 

With regard to the choice between conservative 
and operative treatment the author warns against 
operation during the first two days and against oper- 
ating on children with fractures in the region of the 
anterior base of the skull. 

The correct decision as to operation or conserva- 
tive treatment is often impossible even with the aid 
of the most exact methods of examination; it often 
requires the physician’s instinct in addition to care- 
ful evaluation of the various findings. Only the 
physician who possesses the true physician’s percep- 
tion will make the right choice of treatment. 

At operation great care must be taken to cleanse 
the region of the injury thoroughly; to eliminate the 
dangers of intracranial pressure by the removal of 
blood, ligation or tamponade of the vessels and longi- 
tudinal sinuses, and the opening of abscesses; and to 
close the fissures, which experience has shown are the 
pathways by which secondary infections often invade 
the interior of the skull. 

It was possible to make a late examination of 22 
patients operated upon for fracture of the lateral 
base of the skull. Only 1 patient, who had a puru- 
lent meningitis in the region of the anterior cranial 
fossa, still complained of headache. 

The article contains numerous reproductions of 
roentgenograms and photomicrographs in color. 

(HELLNER). FLORENCE A. CARPENTER. 


Imbert, R.: Infiltrating Cancers of the Face (Les 
cancers térébrants de la face). Rev. de chir., Par., 
1936, 55: 331. 


Infiltrating cutaneous cancers occur almost ex- 
clusively on the face. They constitute from 5 to 10 
per cent of all cutaneous epitheliomas. They de- 
velop most frequently on the ale of the nose and in 
the inner corners of the eyelids. 

Although no histological characteristic appears 
to distinguish them from other forms of cutaneous 
epithelioma, it is very likely that they rapidly ac- 
quire a special individuality for which therapeutic 
damage or error is not the essential cause. 

It is certain that these growths may belong to 
any of the histological types established by Krom- 
pecher and Darier, but according to the author’s 
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statistics the spinocellular or mixed forms are the 
most frequent. 

The cancers develop as local lesions, and even 
when they invade a labial, buccal, or ocular mucous 
membrane secondarily are hardly ever complicated 
by lymphatic metastasis. Imbert has attempted to 
determine the early clinical signs of the infiltrating 
stage. He states that malignancy is to be suspected 
especially in lesions with a fairly regularly rounded 
form which are limited by a well-defined elevated 
border surrounding a crater. As soon as the infiltrat- 
ing stage is definitely recognized, physiotherapeutic 
methods should be abandoned for wide surgical 
excision. In grave cases of cancer of the face all 
physical methods, including radium therapy, should 
give way to radical surgery, repeated if necessary. 
In very advanced cases radium therapy in cavities 
remains a useful aid. Rosert H. Ivy, M.D. 


Cavenagh, J. B.: Cavernous Sinus Thrombosis. 
Brit. M. J., 1936, 1: 1195. 


Cavernous sinus thrombosis was first mentioned 
in 1818 by Abercrombie in describing a postmortem 
finding. A clinical diagnosis of the condition was 
first made in 1839, by Vigla. The first authentic 
recovery was reported in 1893 by Bircher. Opera- 
tion for the condition was first performed in 1902 by 
Dwight and Germain. A review of the literature 
shows that thrombophlebitis of the cavernous sinus 
is rare and generally fatal. 

From the anatomical standpoint the cavernous 
sinus is remarkably vulnerable to any pyogenic in- 
fection of the head and neck. The acute fulminating 
type of cavernous sinus thrombosis, which is usually 
associated with septic lesions of the face, usually 
terminates in death. The gradual insidious onset of 
the chronic compensatory type, commonly asso- 
ciated with lesions of the middle ear and mastoid, 
tonsillar region, and neck, may render diagnosis dif- 
ficult and delay surgical intervention. The majority 
of recoveries occur in cases of this type. 

In reviewing all cases of cavernous sinus throm- 
bosis reported up to 1926 and his own personal ob- 
servations, Eagleton made an important contribu- 
tion to the study of the condition. On the basis of 
the character and the mode of onset of the thrombo- 
sis, the cases were classified as being of the acute 
fulminating or the chronic compensatory type, and 
on the basis of treatment, they were classified 
according to whether: (1) major surgery was directed 
at the cavernous sinus itself, (2) accessory surgical 
measures were employed to deal with the primary 
source of infection and to drain formed abscesses, 
(3) serotherapy, blood transfusions, and other mea- 
sures were used to combat general blood-stream in- 
fection, or (4) recovery resulted spontaneously with- 
out treatment. Only one patient with the acute ful- 
minating type (Eagleton’s patient) recovered as the 
result of operation upon the cavernous sinus itself 
combined with ligation of the common carotid artery. 
The only other recovery after operation upon the 
sinus itself occurred in a case of cavernous sinus 








thrombosis of the chronic compensatory type follow- 
ing a mastoid infection which was reported by 
Bircher. The remaining twenty to forty recoveries 
followed an operation draining the primary source of 
infection and the channel of approach or occurred 
spontaneously. In approximately half of the cases 
the condition was of aural origin. 

Since 1926, twelve cases of recovery have been 
reported. Of the cases of the acute infective type, 
operation was performed on the cavernous sinus it- 
self in three, and in two of these, ligation of the com- 
mon carotid was done. Four cases were treated by 
accessory surgical measures and serotherapy or 
blood transfusion. Of the patients with chronic 
compensatory thrombosis, one made a spontaneous 
recovery and the remaining four were treated by 
accessory surgical measures without operation on the 
cavernous sinus itself. Five of the twelve patients 
lost vision in one eye. 

The author reports a case of the chronic compen- 
satory type in which recovery resulted. The infec- 
tion apparently began in the left middle ear and led 
to an infection and thrombosis of the lateral sinus 
and jugular bulb. An extension of the thrombosis 
to the posterior part of the cavernous sinus gave rise 
to venous stasis in the orbit of the opposite side and 
later in the orbit of the same side. As meningitis did 
not occur, this extension was probably not sep- 
tic. The center of the infection in the vein was ap- 
parently in the jugular bulb, a large abscess pointing 
in theneck wasevacuated. The collapse of the internal 
jugular vein and an aseptic thrombus at a lower level 
saved the patient from a descending general blood 
stream infection. The treatment was limited to 
drainage of well-localized abscesses. 

In the acute fulminating type surgical attack upon 
the cavernous sinus as well as general blood-stream 
therapy may be necessary for cure. In the chronic 
compensatory type, interference with the protective 
thrombus in the cavernous sinus itself is dangerous. 
The majority of recoveries follow conservative sur- 
gery such as accessory surgical measures and blood- 
stream therapy. 

The cavernous sinus may be approached by the 
following routes: 

1. Through the sphenoidal sinus. The restricted 
field and the difficulty of illumination, even by Cush 
ing’s technique, render this route unpopular. 

2. Through the floor of the middle fossa. Ap- 
proach by this route is an extensive undertaking. In 
none of the recent cases was this route followed. 

3. Through the orbit, by opening the outer wall 
by the formation of an osteoplastic flap and remov- 
ing the eye. This appears to be the route of choice 
though often it requires the sacrifice of a sound eye. 

Eagleton was the first to insist not only upon erad- 
ication of the primary focus and drainage of the 
route of invasion, but also upon ligation of the in 
ternal or common carotid artery to place the cavern- 
ous sinus at rest by eliminating the currents and 
eddies set up within the sinus by the transmitted 
pulsation of this artery. Lauwers and Christophe 
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adopted the latter measure in conjunction with ex- 
posure of the sinus by the formation of an external 
orbital osteoplastic flap. Eagleton decried the sug- 
gested dangers of the procedure, attributing severe 
cerebral complications which followed it in three 
cases to other factors. However, because of the pos- 
sibility of such complications this procedure should 
be used only in cases of the more desperate type. 

The author emphasizes the importance, in the 
diagnosis and treatment, of a daily blood culture 
and a daily differential blood count. For transfusion 
he uses the blood of immunized donors. The donors 
are injected from time to time with minimal doses 
of a mixed stock vaccine prepared from the organ- 
isms usually responsible for infections of the ear, 
nose, and throat. Just prior to the transfusion a 
larger dose of the mixed vaccine or, when possible, of 
an autogenous vaccine from the patient’s organisms, 
is given intravenously. In this way both agglutinins, 
and bacteriolysins are increased in the donor’s blood. 
This is of the greatest importance in the treatment of 
the desperate type of acute case. 

In conclusion, the author says that in the acute ful- 
minating infective type of thrombophlebitis of the 
cavernous sinus, a combination of direct operation 
on the cavernous sinus itself, blood-stream therapy, 
and ligation of the internal or common carotid artery 
is necessary for better results in the future. 

Of the approximately thirty cases of the chronic 
compensatory type which have been reported, two 
were treated by operation on the sinus itself and one 
was treated by blood-stream therapy. The rest, 
including one of the author’s cases were treated ex- 
pectantly and by accessory surgical measures for the 
eradication and drainage of the primary focus, chan- 
nels of invasion, and formed abscesses. 

Joun E. Krrxpatrick, M.D. 


Grove, W. E.: Septic and Aseptic Types of Throm- 
bosis of the Cavernous Sinus: Report of Cases. 
Arch. Otolaryngol., 1936, 24: 29. 

Thrombosis of the cavernous sinus was first de- 
scribed by Duncan in 1821 and first reported clini- 
cally by Vigla in 1839. While it is not rare, neither 
is it frequent. 

There are three common types of the condition: 
(1) the marasmic, which is sterile; (2) the traumatic; 
and (3) the infective. Cases may be subdivided also 
according to the site of the original focus, which may 
be in the ophthalmic tract, the pterygoid plexus, the 
sphenoid bone, the aural tract, the tonsils, or the 
carotid venous plexus. 

The common offending organism in the infective 
type is the staphylococcus albus. 

The typical symptoms fall into three groups: those 
due to venous stasis, those due to involvement of 
neighboring nerves, and those due to sepsis. 

When exophthalmos of one eye followed by swell- 
ing of the lids and chemosis of the bulbar conjunc- 
tiva develops on the side of the body with a pre- 
existing focus of infection the diagnosis is not 
difficult. 
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The results of operative interference on cavernous 
sinus thrombosis have been very disappointing. 
Some surgeons believe that the incidence of recov- 
ery is lower when operation is done than when sur- 
gery is not attempted. Joun F. Deprun, M.D. 


EYE 


Weve, H.: Diathermic Treatment of Giant Holes in 
the Retina. Arch. Ophth., 1936, 16: 173. 


Retinal detachment caused by disinsertion at the 
ora serrata responds well to diathermic treatment 
even when the hole extends over more than one- 
fourth of the circumference. The prognosis of the 
operative treatment of retinal detachment is usu- 
ally less favorable the larger the hole. However, 
detachment caused by small holes may sometimes 
present more difficulties than detachment caused 
by relatively large holes. 

Besides the large horseshoe-shaped holes and the 
typical disinsertion occurring in young persons, 
there are two forms caused by giant tears which the 
author believes respond well to diathermy. These 
are the traumatic form and the pseudodisinsertion 
found with high myopia. Vrrcit Wescort, M.D. 


Campbell, E. H.: The Relationship of Sinusitis to 
Optic and Retrobulbar Neuritis, with Special 
Reference to Etiology and Treatment. Arch. 
Ophth., 1936, 16: 236. 


Most of the early investigators of the cause of 
retrobulbar neuritis believed that infections of the 
sinuses were responsible for the condition. It is 
now recognized that many of the signs and symp- 
toms of retrobulbar optic neuritis which disappear 
for a time as the result of operation upon the eth- 
moid and sphenoid may be due to multiple sclerosis, 
toxins and toxic conditions, tumors or cysts, acute 
infectious diseases, or foci of infection. 

Vircit Wescott, M.D. 


EAR 


Kelemen, G., Davis, E. D. D., Scott, S., Deacon, J. 
N., and Others: Disturbances of Function of 
the Ear Following Injury. Proc. Roy. Soc. Med., 
Lond., 1936, 29: 1114. 

KELEMEN states that injuries of the ear may be 
divided into 2 groups—those in which the petrous 
bone shares in a general damage of the other parts 
of the skull, and those in which the injury is limited 
to a disturbance of hearing or equilibrium. 

Lesions due to trauma must be judged with con- 
sideration of the secondary inflammation and should 
be treated according to the general principles of 
everyday practice. 

Davis says that disturbances of the function of 
the ear are common following motor accidents for 
which compensation is claimed. The difficult cases 
are those of alleged concussion deafness in which an 
internal-ear, labyrinthine, or nerve deafness arising 
from the concussion of a head injury is assumed. In 
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Davis’ experience, nerve deafness resulting from 
injury in civil life is very rare. Because of its deep 
position and its structure, the internal ear seldom 
sustains anatomical or permanent damage except in 
severe and almost always fatal injuries. 

Scott expresses the opinion that the comparative 
infrequency of nerve deafness in cases of fracture of 
the base of the skull is due to the infrequency of sur- 
vival after transverse fracture of the petrous bone. 

DEACON says that otitis media is common in cases 
of fracture. Of 236 fractures of the skull, 85 were 
compound and 45 were compound through the mid- 
dle ear. Of the patients with fractures of the latter 
type, 12 died but none of meningitis. Of the 33 who 
survived, 11 had acute suppurative otitis. Five of 
the latter were subjected to a mastoid operation and 
all survived. These patients had various degrees of 
deafness of the conductive type but no tinnitus or 
vertigo. James C. BraAswE Lt, M.D. 


Luescher, E.: The Importance of Otomicroscopy 
in the Diagnosis and Treatment of the So- 
Called Secretory Middle-Ear Catarrh. J. Lar- 
yngol. & Otol., 1936, 51: 454. 

The author states that the diagnosis of secretory 
middle-ear catarrh is based on the demonstration of 
a fluid discharge in the tympanum. 

This demonstration is considerably simplified by 
investigation with the ear microscope of ten or more 
magnifications which shows the limits of the dis- 
charge in the tympanum with great clarity, render- 
ing visible even the smallest quantities of fluid. 

Otomicroscopy permits recognition of the follow- 
ing five forms of discharge in the tympanum which 
depend upon the amount of the fluid and the air 
mixture: (1) a hanging drop behind the umbo, (2) 
irregular fluid lines resulting from capillary forces, 
(3) classical surface lines, (4) a liquid froth composed 
of air bubbles, and (5) liquid drops with air fissures. 

James C. BrasweELt, M.D. 


Lund, R.: The Indications for the Labyrinth Oper- 
ation, with Special Reference to Acute Diffuse 
Destructive Labyrinthitis. J. Laryngol. & Otol., 
1936, 51: 425. 

Lund states that in the first six of the last twenty- 
eight years it was believed that diffuse destructive 
labyrinthitis should be treated radically; in the next 
eight years, that it should be treated conservatively; 
and in the last fourteen years, that the indications 
for labyrinthectomy should be based on the findings 
of examination of the cerebrospinal fluid. The best 
results were obtained in the last period. 

James C. BRASWELL, M.D. 


NOSE AND SINUSES 


Goldman, J. L.: Moccasin Snake (Ancistrodon 
Piscivorus) Venom Therapy for Recurrent 
Epistaxis. Arch. Otolaryngol., 1936, 24: 50. 

The author reports the results of treatment with 

semi-weekly subcutaneous injections of a 1:3,000 





solution of moccasin snake venom in cases of epi- 
staxis due to telangiectasis, ulceration of the septum, 
an invisible cause, or hemangioma. The dosage was 
begun with % c.cm. and increased to a maximum of 
1c.cm. No other treatment was administered while 
the snake venom was given. 

Of thirteen cases of telangiectasis, the bleeding 
was completely arrested in ten and greatly de- 
creased in three. 

Of fifteen cases of ulceration of the septum, eleven 
were completely cured. 

Of twelve cases of bleeding without visible cause, 
the condition was completely cured in eight and the 
bleeding arrested in four. 

Of two cases of hemangioma, the lesion completely 
disappeared in one and became much smaller in the 
other. 

In none of the cases was there any untoward reac- 
tion, but in some of them the bleeding recurred. 

Joun F. Detpn, M.D. 


Enlows, E. M. A., and Alexander, S. A.: Bacterio- 
logical Studies in Acute and in Chronic Maxil- 
lary Sinusitis. Arch. Otolaryngol., 1936, 23: 665. 

Bacteriological and microscopic studies were 
made of the exudates from the maxillary sinuses of 

166 patients. Thirty-four of the cultures were of 

the clear, albuminous type and the remainder were 

definitely purulent. Streptococcus viridans was iso 
lated in pure culture from 72 (43 per cent) of the 
total number of exudates; diplococcus pneumonix 
from 23 (14 per cent); streptococcus pyogenes of 
the hemolytic type from 14 (9 per cent) ; and staphy- 

lococcus albus of the hemolytic type from only 1. 

No obligate anaerobes were found. 

James C. BRASWELL, M.D. 


NECK 


Kamniker, K.: The Malignant Goiter (Ueber dic 
Struma maligna). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1936, 44: 119. 

At the Surgical Clinic of the University of Graz, 
1,608 cases of benign goiter and 80 cases of malignant 
goiter were treated in the period from 1924 to 1934. 
The incidence of malignant goiter was therefore 5 
per cent. In females it was 3.5 per cent, and in 
males, 10.7 per cent. In females, the condition was 
most frequent in the sixth decade of life, and in 
males, in the seventh decade. A causal relationship 
of chronic irritation of a thyroid enlargement by the 
collar worn by men is suggested. 

The author reports the cases of 3 patients who 
came to the Clinic for treatment of bone tumors 
which were found to be metastatic neoplasms of 
thyroid origin. Ten patients were admitted with 
the diagnosis of primary malignancy of the thyroid. 

An important sign warranting the suspicion of 
secondary malignant degeneration of a benign goiter 
is sudden growth of the goiter. This occurs in from 
60 to 80 per cent of cases. The time during which 
the rapid enlargement occurs varies from fourteen 
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days to a year and averages from two to three 
months. The author cites 2 cases. 

As in cases of benign goiter, the most common 
symptom in cases of malignant goiter is difficulty in 
breathing. This occurs in 45 per cent of the cases. 
Kamniker reports 4 cases in which there were 
attacks of suffocation. In 3 of these the malignancy 
had proliferated into the trachea. In 36 cases the 
patient complained not only of respiratory difficul- 
ties, but also of disturbances in the gastro-intestinal 
tract. The author reports a case in which the 
esophagus was compressed to the thickness of a 
thread. The treatment consisted of gastrostomy 
and roentgen irradiation. Difficulties in swallowing 
occurred in one-third of the reviewed cases. Another 
important symptom of malignancy is pain which, in 
advanced cases, radiates usually toward the nape 
of the neck and the occiput and less frequently 
toward the ear, shoulder, and arm of the affected 
side. When this symptom is present, the prognosis 
is usually very poor. Involvement of the recurrent 
laryngeal nerve is of less significance as it is frequent 
also in benign goiter. It occurred in 13 of the cases 
reviewed. Cachexia occurred in 22. 

Local metastases to the regional glands on the 
affected side were present in 22.5 per cent of the 
reviewed cases, and distant metastases in 21 per 
cent. The latter occurred in the lung in 11 cases, 
in the bones in 9 cases, and in the mediastinal 
glands and the pleura in 1 case each. The incidence 
of local and distant metastases considered together 
was 40 per cent. Metastases were found at autopsy 
in 17 cases (lungs, glands, vascular system, liver, 
pleure, bones, kidneys, adrenals, and _ spleen). 
Metastasis was more frequently hematogenous than 
lymphogenous. The sarcomas formed no bone 
metastases. The site of the tumor was on the right 
side in 45 cases and on the left side in 25. 

Various methods of treatment are discussed: 
radical operation with or without postoperative 
roentgen irradiation; palliative operations (con- 
servative resections and emergency procedures such 
as tracheotomy and gastrostomy) with or without 
postoperative irradiation; and roentgen irradiation 
alone. The most successful procedure for carcinoma 
as well as sarcoma is radical operation with post- 
operative roentgen irradiation. However, the 
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author cites 2 cases which showed remarkable im- 
provement following irradiation therapy alone. Of 
56 patients who were followed for at least three 
years, only 12 (21 per cent) lived longer than that 
length of time and, of the latter, only 4 were cured. 

The author studied the records of the histological 
findings in 41 of the reviewed cases including 26 of car- 
cinoma and 12 of sarcoma. The patients with sarcoma 
survived for from one to thirty-five months. None 
of them lived longer than three years. One showed 
excellent improvement after roentgen treatment, 
but died at the end of thirty-five months. The 
fact that the malignancy of sarcoma cells is con- 
siderably greater than that of carcinoma cells 
explains the considerably poorer results of treat- 
ment in cases of sarcoma as compared with cases of 
carcinoma. The author rejects the dictum of De 
Courcy that, in general, sarcoma should not be 
operated upon but should be treated by irradiation. 
In support of his opinion he cites excellent results 
obtained by operation plus irradiation. 

First place in the treatment of malignant goiter 
belongs to operation. The most favorable time for 
the operation should not be missed by the use of 
irradiation. Except for inoperable cases, the author 
rejects treatment by irradiation alone. 

The following 3 operations come up for considera- 
tion: (1) complete extirpation on one side with 
resection on the other; (2) total thyroidectomy; and 
(3) bilateral subtotal thyroidectomy. 

In the reviewed cases the operative mortality was 
8.8 per cent. Unfavorable results of treatment are 
attributable to 3 main factors: (1) the site of the 
thyroid gland, (2) the importance of the thyroid 
and parathyroid glands to the body, and (3) the 
frequent impossibility of distinguishing a malignant 
tumor of the thyroid gland from a benign goiter. 
In the great majority of cases, the malignant goiter 
develops from a benign goiter. Therefore the author 
recommends that bilateral resection to restore the 
thyroid to its normal dimensions be done more 
frequently than heretofore in cases of marked and 
persistent thyroid enlargement after the twentieth 
year of age, and that an attempt be made, by 
education of the public, to bring persons with goiter 
to the physician or clinic in the early stages of the 
condition. (RINTELEN). Writtam C. Beck, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 


NERVES 
Connor, C. E.: Neurological Aspects of Frontal Lobe 
Abscess. Laryngoscope, 1930, 40: 340. 


This article sets forth the results of an analysis of 
the neurological symptoms in 204 cases of solitary 
abscess of the frontal lobe. The data were gleaned 
from the records of 25 hospitals in the author’s 
locality, the University of Minnesota records of 
22,700 autopsies, and reports of frontal lobe abscess 
in the English and American literature. 

It is pointed out that the neurological symptoms 
of frontal lobe abscess may be divided into 2 general 
classes: those which are only general manifestations 
of intracranial disease and increased intracranial 
pressure, and therefore of no localizing value, and 
those which, because of the location of the lesion 
near or within centers, tracts, or nerves, are of some 
lateralizing and localizing value. The symptoms of 
solitary frontal lobe abscess may be ipsilateral, con- 
tralateral, or bilateral. 

The symptomatology is discussed with reference 
to the cranial nerves, pyramidal tracts, sensory 
changes, reflexes, aphasia, and psychic changes. It 
is suggested that the paucity of symptoms, com- 
monly regarded as usual, may be attributed not only 
to absence of involvement of important centers and 
tracts, but also to the usual absence of impairment 
of the flow of cerebrospinal fluid. In the reviewed 
cases there was a wide variety of ocular symptoms. 
While ocular paralysis of both the intrinsic and the 
extrinsic musculature, as well as pupillary, field, and 
fundus changes may be bilateral and therefore of no 
localizing value, they, as well as conjugate devia- 
tion of the eyes, are more often unilateral (orbital 
disease not considered) and therefore of localizing 
value. Papilledema was present in 84 per cent of the 
cases studied in which fundus notes were recorded. 
Choked disk was present in 16 per cent. The pyra- 
midal tract symptoms differ little if any from those 
usually associated with space-occupying lesions of 
the brain. Data on sensory changes were few, yet 
sufficient to indicate the advisability of looking for 
disturbances of sensation in all cases in which frontal 
lobe abscess is suspected. Unilateral reflex changes 
occurred most frequently on the side opposite the 
lesion. Bilateral changes indicated simply loss of 
upper motor neuron and sensory neuron func- 
tions. In 29 of the 204 cases there were speech 
difficulties. Aphasia gave the most exact localizing 
information in cases in which it was associated with 
definite jacksonian attacks on the side of the domi- 
nant hand. Under such circumstances, involvement 
of the lower portion of the precentral gyrus on the 
side opposite the dominant hand is suggested. The 
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usual psychic changes, such as personality changes, 
mental sluggishness and confusion, and loss of 
memory, were noted in most of the reviewed cases, 
but these are obviously of no localizing value. 

While it is probably true that there is no pathog- 
nomonic neurological picture of frontal lobe abscess, 
Connor’s review demonstrates that certain definite 
signs appear with sufficient consistency to be of aid 
in the diagnosis and localization of the lesion. 

Joun Martin, M.D. 


Dew, H. R.: Some Aspects of Intracranial Surgery, 
with Special Reference to the Meningiomas. 
Med. J. Australia, 1936, 2: 69. 


The author briefly traces the development of neu- 
rosurgery, using the meningiomas as an example 
and citing the important contributions to the know] 
edge of these tumors, particularly as regards their 
embryological and histological characteristics, which 
were made by Cruveilheir, Virchow, Paget, Golgi, 
Cushing, Weed, Elsberg, Buckley, and Eisenhardt. 
The consensus of opinion favors the view that all 
the meninges are truly mesoblastic structures, and 
that therefore, histogenetically, all tumors hav- 
ing origin in the meninges must belong to the con 
nective-tissue and not the epiblastic series. Dew 
briefly describes the parasagittal, suprasellar, oliac 
tory-groove, and sphenoidal-ridge types of meningi 
omas and the more common symptoms of each. 

Joun Martin, M.D. 


McKendree, C. A., and Doshay, L. J.: Visual Dis- 
turbances of Obscure Etiology Produced by) 
Focal Intracranial Lesions Implicating the Op- 
tic Nerve. Bull. Neurol. Inst. New York, 1936, 5 
223. 

This report is based on six cases under observation 
in the Neurological Institute of New York in which 
the outstanding symptom was loss of vision without 
accompanying signs allowing a definite diagnosis. 
Excluded from consideration are pituitary and su 
prasellar syndromes, cerebral vascular hemorrhages 
and thromboses, conditions due to pressure from 
arteriosclerotic vessels, meningitic sequela, optic 
neuritis, papilledema, multiple sclerosis, hereditar) 
and familial degenerative disease, heavy metal and 
other intoxications, and systemic diseases such as 
diabetes, nephritis, and syphilis. In these conditions 
clinical judgment and routine laboratory study are 
usually sufficient to establish the diagnosis. 

Several reports describing obscure visual defects 
associated with localized intracranial lesions have 
appeared. 

Quite frequently the neurologist sees patients with 
early complaints limited to visual disturbances who 
have been treated for focal infections. While infec- 
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tions of the nose and throat may affect the optic 
nerves, the authors believe that even in the presence 
of proved focal infection, the possibility of an intra- 
cranial expanding lesion should be considered. 
Visual disturbances occurring even in obviously 
psychoneurotic individuals should receive careful 
consideration from the organic point of view. En- 
cephalographic and ventriculographic studies by 
experienced observers have made possible greater 
precision in the determination of the location, size, 
and nature of intracranial lesions. 

In the six cases reported by the authors the visual 
defect was found to be due to an intracranial expand- 
ing lesion. Three of these cases were reported pre- 
viously by Elsberg and Dyke in an article on men- 
ingiomas attached to the sphenoid ridge. Three of 
the lesions were aneurisms arising from the internal 
carotid artery or one of its branches and the three 
were meningiomas arising from the edge of the optic 
foramen, olfactory groove, and sphenoid ridge. 

In conclusion the authors state that early recogni- 
tion of the lesion responsible for a visual defect may 
result in the preservation of life as well as vision. 

Epwarp S. Pratt, M.D. 


PERIPHERAL NERVES 


Dumas, R.: End-Results of the Surgical Treat- 
ment of Traumatic Lesions of the Peripheral 
Nerves (Résultats éloignés du traitement chirurgical 
des lésions traumatiques des nerfs périphériques). 
Bull. et mém. Soc. d. chirurgiens de Par., 1936, 28: 
292. 

Dumas’ outlook on present-day peripheral nerve 
surgery is not altogether optimistic, especially as he 
believes that interest and progress in this work is 
lagging. He is interested in the compilation of sta- 
tistics which will be of value to all surgeons. He 
states that, so far, most surgeons have described 
their results by such terms as “fair,” “considerable 
progress,” ‘‘moderate,” “excellent,” and “positive 
evidence,’ terms which have meaning only for 
those using them. For Dumas, the results of periph- 
eral nerve surgery are one of three: no recovery, 
partial recovery, or complete recovery. He traces 
the history of peripheral nerve surgery, especially in 
France, from 1873 to the present time, citing the 
results especially of the repair of war injuries in the 
Russian-Japanese war and the World War as done 
by Fedorow, Delorme, Nageotte, Déjerine, Sicard, 
Frazier, and himself. 

He advises immediate suture of a divided nerve in 
a clean wound, but conservative care of old injuries. 
He has known nerve ends to re-unite spontaneously 
when separated as much as 8 cm., and he believes 
that all too often the secondary nerve suture, or 
suture of the ends after the removal of a neuroma 
with resultant shortening has proved fruitless. He 
warns against secondary suture when so much nerve 
tissue has been lost as to necessitate prolonged 
hyperflexion of an extremity. He manifests but little 
faith in nerve grafts. He believes that for most 
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lesions it is best to do a neurolysis and to accept as 
the end-result whatever functional return may then 
occur. Regarding neurolysis as opposed to suture, he 
says, ‘Perhaps this attitude (favoring neurolysis) 
seems less surgical, but I believe it is wiser and I 
recommend it.” Joun Martin, M.D. 


SYMPATHETIC NERVES 


Rieder, W.: The Present Status of Surgery of the 
Sympathetic Nervous System. (Heutiger Stand 
der Sympathicuschirurgie). 60 Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1936. 


The young, rapidly developing, but not yet ma- 
tured branch of surgery, surgery of the sympathetic 
nervous system, was brought up for discussion at the 
German Congress of Surgeons for the first time by 
Rieder. The indications and results were discussed 
in order to determine how far such surgery is justi- 
fied. On the basis of the literature and his own 
experience, Rieder emphasized two general conclu- 
sions: 

1. When performed on the basis of reasonable 
indications, operation on the sympathetic is without 
doubt a forward step in operative surgery. 

2. Operation on the sympathetic has been per- 
formed without physiological basis in many diseases, 
and under such circumstances, of course, no success 
could be expected. While there is no medical spe- 
cialty in which resection of some of the sympathetic 
fibers may not be beneficial, operation on the sym- 
pathetic is not a cure-all. The performance of opera- 
tions on the sympathetic without careful determina- 
tion of the indications would result in the rejection 
of such interventions in cases in which they are of 
value. Therefore the limits of this branch of surgery 
must be determined and failures must be reported 
as well as successful results. 

The material reviewed by Rieder consisted of 69 
operations on the sympathetic which he performed 
in the cases of 55 patients. Excluded from the dis- 
cussion were a large number of periarterial sym- 
pathectomies which he performed in the early years 
of sympathetic surgery and 11 cases in which he 
performed a sympathetic operation for renal disease. 
Also excluded, at Braeucker’s request, were the cases 
in which Braeucker performed operations on the 
sympathetic at the Eppendorf Clinic. In Rieder’s 55 
cases there was only 1 death. This was due to exten- 
sive thrombosis of the vena cava. 

After introductory anatomical and physiological 
observations of importance for an understanding of 
the subject, Rieder discussed separately the results 
of so-called periarterial sympathectomy and of oper- 
ations on the sympathetic nerve itself or its rami 
communicantes or ganglia. Occasionally, especially 
in vasomotor-trophic disturbances, good results 
have been observed after periarterial sympathec- 
tomy. Even permanent results following this pro- 
cedure have been reported. However, taken as a 
whole, the number of permanent results do not com- 
pare with the countless failures or merely temporary 
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improvements. In contrast to the so-called peri- 
arterial sympathectomies, operations on the sym- 
pathetic nerve and its ganglia and rami communi- 
cantes are well grounded physiologically because 
they enable the surgeon to improve the circulation 
of a definite portion of the body. Although it is 
often assumed that vascular paralysis results from 
such interventions, this never occurs, even when all 
the sympathetic fibers supplying a given part are 
divided. The capacity of the periphery to react to 
external stimuli remains undisturbed because the 
network of the vascular nerves in the periphery 
possesses an extraordinarily high degree of indepen- 
dence and forms a kind of peripheral vasomotor- 
regulation center. This fact explains why it is possi- 
ble for recurrences to take place in spite of exclusion 
of the sympathetic. 

The compilation of dependable statistics regarding 
the results of surgery of the sympathetic nervous 
system is difficult because reports on late results are 
much fewer than reports on immediate results. In 
migraine, the results of periarterial sympathectomy 
and of operations on the sympathetic nerve show a 
marked variation. In epilepsy, parkinsonism, glau- 
coma, and trigeminal neuralgia, those of operations 
on the sympathetic nerve are poor, aud in atypical 
neuralgia of the face they are variable. In Basedow’s 
disease the treatment of choice has been, and re- 
mains, bilateral resection and ligation of the artery 
as complete exclusion of all of the nerve fibers con- 
trolling the secretion of the thyroid gland is impossi- 
ble. Neither is it possible to correct a fixed exoph- 
thalmos by extirpation of the superior ganglion. 

Well over 400 cases of asthma have been operated 
on by resection of the vagus or the sympathetic 
nerve or by bilateral combined resection of the vagus 
and the sympathetic nerves. In summary, it can be 
said that operative treatment of bronchial asthma 
has not produced the results expected from it. Even 
resection of the posterior bronchial rami of the vagus 
nerve by Braeucker’s method has failed to prevent 
recurrence. Its failure is explained by the presence 
of autonomous ganglia in the bronchial wall which 
are excited by allergic or other stimuli in the blood. 

To relieve the unbearable pain and the distressing 
state of anxiety in angina pectoris, the attempt has 
been made to divide the sensory fibers running cen- 
trally from the heart and aorta. This is practically 
impossible as the pain-conducting fibers for the heart 
come from the vagus, the cervical sympathetic, and 
the six thoracic ganglia. Division of the depressor 
has failed completely. In 56 per cent of cases of 
angina pectoris, cessation of the attacks was obtained 
by total resection of the cervical sympathetic. In 
paroxysmal tachycardia the results of bilateral extir- 
pation of the stellate ganglion are good. In cardio- 
spasm the condition was made worse by resection of 
the vagal fibers running to the cardia. Cardiospasm 
is usually not a spasm but a disturbance of the open- 
ing reflexes. 

Reports of favorable results from resection of the 
sympathetic in megacolon have been increasing. 


Of 40 cases in the literature, 34 were operated upon 
with success. Permanent cures from ramisection in 
spastic paralysis have not been reported. 

In tabetic crises permanent cure cannot be ex- 
pected from an operation on the sympathetic. In 
cases of pseudarthrosis Braeucker observed cures 
and Leriche unsuccessful results after sympathetic 
resection. In hyperhidrosis, vasomotor disturbances, 
and edema, the results of sympathetic operations 
are good. In bone and joint tuberculosis no cures 
have been obtained by operation on the sympathetic. 
In chronic arthritis, but especially in recent trau- 
matic arthritis, indications for operation on the sym- 
pathetic appear to have been recognized very lib- 
erally. In the cases operated on by Rieder the re- 
sults were unsuccessful. The reports on the results 
of operations on the sympathetic in causalgia, pain- 
ful amputation stumps, and ascending neuritis are 
contradictory. In 3 cases of neuroma and in cases of 
varicose ulcer of the leg which were operated upon 
by Rieder the pain recurred affer temporary im- 
provement. Variably better were Rieder’s results 
from resection of the sympathetic in the severe dys- 
trophy of the extremities described by Sudeck, Ray- 
naud’s disease, angiitis obliterans, and epicondylitis. 
In these conditions the sympathetic should be at- 
tacked only after all conservative measures and the 
much simpler Hohmann operation have failed. In 
certain renal diseases, resection of the sympathetic 
fibers running to the kidney may give a good result 
lasting for a number of years. 

The author showed the conditions in his own pa- 
tients before and after operation on the sympathetic 
by numerous photographs in color. He stated that, 
without doubt, the result depends primarily upon 
the correctness of the indications. Lasting results 
can be obtained only when the noxe causing the 
spasms can be kept away permanently from the pe- 
ripheral autonomic nerve plexuses and centers. Only 
strict indications, accurate anatomical knowledge, 
and, above all, expert criticism can advance the sur- 
gery of the sympathetic nervous system. 

In the discussion of this report, HAERTEL empha- 
sized the great frequency of juvenile gangrene 
(endarteritis obliterans) in the Japanese. He and 
Japanese surgeons performed excision of the lumbar 
sympathetic for this condition in Japan as early as 
the ’20’s. Haertel has seen good results from this 
treatment in similar cases also in Germany. As to 
the technique, he proposed reducing the amount of 
blood in the common iliac vein by ligation of the 
thigh; clamping of the small badly bleeding veins 
with silver clips when the chain of glands lying in 
front of the sympathetic nerve are being removed; 
and the use, at operation, of Zeiss’s binocular head 
magnifying glass, which can be employed at a sufii- 
cient distance if a suitable convex lens with a wide 
focus is selected. Sometimes, as for example, in 
spastic cramps, it is advisable to combine the exci- 
sion of the sympathetic with Stoffel’s operation on 
the cerebrospinal nerves, carrying out the 2 proce- 
dures simultaneously. 
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LEHMANN reported the case of a man aged forty 
years who had had both thighs amputated by Roth 
for endangiitis obliterans and suffered from extreme- 
ly severe vascular cramps in the stump on the left 
side. For the relief of these cramps ramisection on 
the left side from the third lumbar to the second sa- 
cral was done. The vascular cramps and the pains 
ceased. However, within a few days after the opera- 
tion, areas of at first transitory bluish discoloration 
(stasis) appeared in the skin of both thighs and later 
on the upper extremities and the trunk. At the be- 
ginning of the third week after the operation signs 
of a creeping peritonitis developed, and a few days 
later the patient died. Autopsy showed that the 
cause of the peritonitis was sharply circumscribed 
foci of stasis, about the size of a 10-pfennig piece, 
which were scattered over the wall of the small in- 
testine. At these sites a penetration peritonitis had 
developed. Lehmann and his co-workers, as well as 
the pathologist, believe that the entire vasomotor 
apparatus had been disturbed by the operation on 
account of hypersensitivity of the patient. 

Lehmann reported also the case of a forty-five- 
year-old man with endangiitis obliterans and gan- 
grene of the fourth and fifth toes of the left foot. On 
the day after the patient entered the clinic, venous 
thrombosis occurred in the left extremity and neces- 
sitated postponement of the intended removal of 
the lumbar sympathetic nerve for eight weeks. At 
the end of that time the operation proved to be 
technically impossible as the thrombosis had reached 
so high that it had distended the small collateral 
veins in front of, and beside, the spinal column to 
such an extent that access to the sympathectic was 
completely obstructed. Commenting on Usadel’s 
remark that he (Usadel) found very superficial inci- 
sions to be sufficient for chordotomy, Lehmann 
stated that he does not employ Kirschner’s puncture 
technique with a small knife marked for a 3 mm 
depth, but, like Heymann, uses a small, very sharply 
pointed, and slender instrument. He introduces this 
anteroposteriorly around the anterolateral column 
and through the medulla, and then makes the inci- 
sion from the outside inward onto the instrument. 
This procedure allows him to make the incision to 
the exact depth desired and prevents extensive de- 
struction. 

Kappis recommended the induction of spinal anes- 
thesia once or repeatedly in the treatment of nutri- 
tional disturbances of the lower extremities, as not 
only temporary, but sometimes permanent, improve- 
ment of the blood supply may thereby be obtained 
and any pain present may be relieved. 

(RIEDER). FLORENCE A. CARPENTER. 


Coenen, Y.: Extirpation of the Stellate Ganglion 
_ in Acrocyanosis and Causalgia (Exstirpation des 
Ganglion stellatum bei Akrocyanose und Kausalgie). 

60 Tag. d. deutsch. Ges. f. Chir., Berlin, 1936. 


Coenen reports the case of a twenty-seven-year- 
old woman in whom acrocyanosis of the hands and, 
to a lesser degree, of the feet, representing the stage 


SURGERY OF THE 





NERVOUS SYSTEM 521 


of local asphyxia of Raynaud’s disease, developed 
in the course of six years. Paravertebral injection of 
novocain was followed immediately by a marked 
reddening of both hands which lasted for an hour 
and a half. On January 11, 1936, the left stellate 
ganglion was removed by Braeucker’s procedure. 
Immediate reddening of both hands resulted. This 
phenomenon, an effect of the exclusion of the sym- 
pathetic nerves on the opposite side of the body, has 
often been mentioned in the literature and is readily 
understood when the sympathetic nervous system is 
interpreted, according to the conception of Stoehr, as 
a uniform syncytial plasmodium in which tonus 
variations can run off in all directions. After two 
days the right hand was cold and blue again, whereas 
the left hand remained red and warm. On February 
15, 1936, extirpation of the right stellate ganglion 
was done, and since this intervention both hands 
have remained red and warm. 

A similar case, that of a thirty-six-year-old woman, 
was reported by Rieder (Arch. f. klin. Chir., 1920, 
157: 165). After removal of the inferior cervical 
ganglion and the first thoracic ganglion on the right 
side with a portion of the cervical sympathetic and 
the accessible periarterial fibers of the subclavian 
artery, the right hand was red and the left was blue. 
Six months later there was a recurrence. At autopsy 
after death from an intercurrent disease it was found 
that no sympathetic fibers running to the right arm 
remained. From this fact Rieder concluded that 
the autonomic plexuses of the vessels had returned 
to their pathological tonus. This explanation is 
illuminating, but applies only to cases in which the 
second thoracic ganglion has also been removed be- 
cause this ganglion sends off a branch to the brachial 
plexus. Since, instead of excising the periarterial 
sympathetic nerves, surgeons have attacked the 
sympathetic ganglia or the rami communicantes, 
the results of surgery of the sympathetic system in 
Raynaud’s disease have improved. Braeucker 
(Arch. f. klin. Chir., 1931, 167: 807) obtained good 
results in nine of eleven cases of Raynaud’s disease, 
although in some of them suction treatment was 
required in addition. In two patients in whom the 
result was unsuccessful arteritis and thromboangiitis 
were found. Rieder (Beitr. z. klin. Chir., 1933, 157: 
208) reported six severe cases of Raynaud’s disease, 
three of which were almost entirely cured. Gask and 
Ross (Die Chirurgie des sympathischen Nervensys- 
tems. 1936: Leipzig, Barth) cured twelve of fourteen 
cases of Raynaud’s disease by ganglionectomy. 

On August 7, 1914, a forty-four-year-old man had 
his left hand crushed and on the following day was 
subjected to amputation of the arm below the elbow. 
Subsequently he was operated on nine times. Most 
of the operations were re-amputations. Three times 
neuromas weré removed. Ultimately, half of the arm 
was amputated. Since i915 the patient had had 
very severe pain. He was very excitable, wept easily, 
and showed a tendency toward suicide. Following 
excision of the left stellate ganglion on January 10, 
1936, the pains ceased immediately. 

































The effect of ganglionectomy in causalgia is still 
disputed. In Reschke’s two cases (Arch. f. klin. 
Chir., 1934, 180: 149) the pain recurred. Rieder 
never obtained successful results in stump neuralgia 
(Chirurg, 1936, p. 109). Braeucker (Arch. f. klin. 
Chir., 1934, 180: 466) reported good results from 
ganglionectomy and the injection of carbolic acid 
into the peripheral nerves in six cases of this condi- 
tion, but unsuccessful results in others. In two cases 
of amputation causalgia reported by Coenen gang- 
lionectomy failed to give relief. It is evident that in 
the cases in which the operation was unsuccessful, 
the pain was in the ganglion cells in the spinal cord, 
central to the stellate ganglion. 

In the discussion of this report, USADEL cited 
favorable results from removal of the stellate gang- 
lion and the sympathetic nerve with the lumbar and 
sacral ganglia. However, like Rieder and others, he 
emphasized that this operation cannot be expected 
to be successful in every case. He shares the view 
of Coenen that in cases in which numerous interven- 
tions for the removal of neuromas and operations on 
the sympathetic have not resulted in complete free- 
dom from pain there is still the possibility of obtain- 
ing good results from bilateral division of the path of 
the anterior lateral column, chordotomy. Sympa- 
thetic stimuli reach the higher centers by way of 
spinal paths. Usadel obtained complete freedom 
from pain in several cases by means of chordotomy. 
He stated that he believed that surgeons often hesi- 
tate to perform chordotomy because of the fear of 
motor paralyses. This fear is groundless, at least 
when the chordotomy is to be performed for causal- 
gia of stumps of the leg or thigh. In this condition 
the division of the paths of both anterior lateral 
columns should be undertaken at the level of the 
third or fourth thoracic segment. At this level the 
somatotopical segmental formation of the anterior 
lateral column is such that the fibers originating in 
the caudal segments of the cord are located most 
exteriorly. Therefore it is unnecessary to make the 
incision deep in the bundle of the anterior lateral 
column and injury to the motor paths may be 
avoided. In his most recent chordotomies, Usadel 
made a very superficial incision, only from 1 to 1.5 
mm. deep, directly in front of the attachment of a 


INTERNATIONAL ABSTRACT OF SURGERY 


finger of the ligamentum denticulatum. He obtained 
complete freedom from pain in the stumps with pres- 
ervation of the other senses of feeling and without 
the slightest limitation of motility. 

ROEPKE reported a case in which amputation of 
the left thigh was performed for gangrene from end- 
arteritis obliterans. The end of the stump again dis- 
integrated and severe pains which could not be re- 
lieved by internal treatment were constant. After 
extirpation of the lumbar sympathetic nerve with its 
ganglia at the level of the fourth and fifth lumbar 
segments, the pains ceased promptly and perma- 
nently, and the disintegration of the stump was 
arrested. FLORENCE A. CARPENTER. 


Leriche, R., and Fontaine, R.: General Results of 
1,256 Sympathectomies (Résultats généraux de 
1,256 sympathectomies). Mém. l’Acad. de chir., 
Par., 1936, 62: 877. 


On the basis of 1,256 operations which they have 
performed on the sympathetic nervous system in the 
last thirty years the authors present their views on 
the seriousness of surgery of the sympathetic nervous 
system and the indications for such surgery. They 
state that the operative mortality in their cases was 
insignificant, but in a number of conditions, such as 
the presence of old infected ulcers or localized gan- 
grene, caution is necessary. 

Good results are claimed for sympathectomies in 
facial paralysis, angina pectoris, traumatic diabetes 
insipidus, Raynaud’s disease, post-traumatic pain- 
ful osteoporosis, hyperidrosis, retinitis pigmentosa, 
chronic leg ulcers, and the various forms of arterial 
tree involvement for which central sympathectomy 
or arterial resections may be done. Less favorable 
results are obtained in pulmonary tuberculosis, tri- 
geminal neuralgia, Basedow’s disease, chronic hyper- 
tension, and tabetic arthropathies. The most satis- 
factory end-results have been obtained in vasomotor 
and trophic disturbances. 

The authors use arteriography as frequently as 
possible, having found it to be an important diagnos 
tic aid. They regard sympathectomy in its various 
forms as a physiological and functional form of ther- 
apy which acts through the vascular tree rather than 
through the nervous system. Joun Martin, M.D. 
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Staff of the Roscoe B. Jackson Memorial Labora- 
tory: The Constitutional Factor in the Inci- 
dence of Mammary Tumors. Am. J. Cancer, 
1936, 27: 551. 

The authors state that in a mammal which has 
long been subjected to intensive and extensive 
laboratory investigations, constitutional factors are 
normally of prime importance in determining wheth- 
er or not a mammary tumor will be formed. They 
may play an important part also in determining the 
general type of the mammary tumor. These con- 
clusions are based on the following experiments 
carried out on mice: 

For the first experiment fifty females of the dilute 
brown, high tumor strain were selected. At ten days 
of age the five mamme on one side of the body were 
sealed by cauterization with a hot needle. Those on 
the other side of the body were untouched. The mice 
were raised, bred, and allowed to suckle their young 
on the unsealed side. Forty of the animals developed 
tumors. Of these, twenty-two (55 per cent) had 
tumors on the side with sealed mamme; fifteen 
(37.5 per cent) had tumors on both sides; and three 
(7.5 per cent) had tumors on the untreated side only. 
Not only was the incidence of tumors significantly 
higher on the side on which drainage was blocked, 
but the tumors occurring only on the blocked side 
appeared on an average seventy-five days earlier 
than the others. 

For the second experiment sixty females of a low- 
tumor strain were selected. These were similarly 
treated. None developed a mammary tumor. In 
the authors’ opinion this fact shows that the con- 
stitution of these low-tumor mice was able to 
counteract completely the effect of a type of internal 
irritation which strikingly influenced the location 
and time of appearance of tumors in a strain of 
different genetic constitution. 

The authors conclude also that the results of their 
experiments show that internal secretions working 
through the function of the ovary and mammary 
tissue are factors which may influence the expression 
of the constitutional tendency toward the formation 
of mammary tumors. 

From experiments previously reported they con- 
clude that there are constitutional factors which con- 
tribute very definitely to the incidence of mammary 
tumors in mice, and that some of these at least are 
passed from one generation to another more success- 
fully by the female than by the male. Experiments 
are now in progress to eliminate or evaluate the milk 
obtained by the nursing young and the fetal circula- 
tion as possible bearers of an agent or agents. 

Ear O. LATIMER, M.D. 
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Fekete, E., and Green, C. V.: The Influence of Com- 
plete Blockage of the Nipple on the Incidence 
and Location of Spontaneous Mammary Tu- 
mors in Mice. Am. J. Cancer, 1936, 27: 513. 


The authors state that it is generally admitted 
that constitutional factors predispose to the develop 
ment of neoplastic growths. A genetic complex per- 
mitting the development of a tumor, whether or not 
the potentiality becomes an actuality, is known to 
be influenced by non-genetic or, in a wide sense of the 
word, environmental factors. One of the most im- 
portant of the latter is believed to be chronic irrita 
tion. 

To determine the effects of occlusion of the mam 
mary ducts with resulting stagnation of milk on the 
development of carcinoma, the authors carried out 
the following experiment on female mice of a high 
tumor and a low-tumor strain. The mice of the high- 
tumor strain belonged to the inbred Little-Murray 
dilute brown strain, in which over 8o per cent of the 
females with a normal reproductive history develop 
carcinoma of the breast. 

When the animals were ten days old, the five 
nipples on the right side were touched with a fine 
red-hot wire, the ducts being thus effectively sealed. 
When the animals were about a month old, they 
were mated and allowed to breed in the same manner 
as mice in the regular breeding colony. The left 
side served as a control for the treated right side. 
At various times the breasts were excised and ex 
amined under a dissecting microscope. In 55 per 
cent of the mice of the high-tumor strain cancer 
developed only on the blocked side; in 7.5 per cent, 
only on the control side; and in 37.5 per cent on both 
sides. 

From the results the authors conclude that block 
age of the mammary ducts with resulting milk stag 
nation is influential in determining the site and the 
time at which mammary tumors appear in a geneti 
cally susceptible strain, but does not in itself cause 
tumors since in animals of a strain in which ordinary 
tumors do not develop it is unable to overcome the 
hereditary resistance. Joun H. Gartock, M.D. 


Suntzeff, V., Burns, E. L., Moskop, M., and Loeb, 
L.: The Effect of Injections of Estrin on the 
Incidence of Mammary Cancer in Various 
Strains of Mice. Am. J. Cancer, 1936, 27: 220. 

It is possible to increase the incidence of mam- 
mary cancer in mice by long-continued injections of 
estrin. The effect varies directly with the size of the 
dose and the hereditary tendency of the given strain 
to develop cancer. In high-tumor strains of mice, 
large doses of estrin administered over long periods 
of time lower the age at which cancer appears below 
that at which tumors occur spontaneously. In such 
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strains the incidence of cancer is increased and the 
tumor age is lowered because of the great responsive- 
ness of the mammary gland to prolonged stimula- 
tion with estrin. In mice not belonging to high- 
tumor strains the tumor rate is raised to a lesser ex- 
tent and the tumor age is lowered to a slighter degree 
by prolonged injections of estrin. In high tumor 
strains the administration of estrin causes cancer of 
the mammary gland as readily in males as in non- 
breeding females. However, even in breeding mice 
of high-tumor strains, injections of estrin in the 
moderate quantities used in the authors’ experiments 
and for interrupted periods did not lead to a definite 
increase in the incidence of mammary cancer over 
that in breeding controls. Neither did ligation of 
the nipples on one or both sides have a definite effect 
on the cancer rate. 

The two methods by which it has been possible 
to prove the etiological importance of internal secre- 
tions in the origin of cancer, namely, decreasing and 
increasing the action of ovarian hormones, have led 
to concordant results. By decreasing the action of 
ovarian hormones it has been shown that the develop- 
ment of “spontaneous’”” mammary carcinoma in 
mice is due to the action of those hormones on 
mammary tissue which is made especially responsive 
to such stimulation by hereditary factors. The great- 
er the amount of hormone which is allowed to act, the 
greater the effect. By the same method it has been 
proved also that the greater the hereditary respon- 
siveness of the tissue, the greater the number of 
tumors which develop and the earlier they appear. 
By increasing the action of ovarian hormones 
through the administration of an excess of the ovar- 
ian hormone, estrin, it is possible to increase the 
number of cancers over the number occurring ‘“‘spon- 
taneously” in non-breeding mice. It has been shown 
also that the mammary gland of male,mice is heredi- 
tarily at least as predisposed to the development of 
carcinoma as the mammary gland of female mice. 

JosepH K. Narat, M.D. 


Bagg, H. J.: Further Studies on the Relation of 
Functional Activity to Mammary Carcinoma 
in Mice. Am. J. Cancer, 1936, 27: 542. 


In experiments with mice of a low tumor strain 
the female mice were bred at as early an age as 
possible. The offspring were removed as soon after 
birth as they were discovered, which was usually 
within a few hours. The mothers were returned 
to the breeding pens at once. Since estrus closely 
follows parturition, the females frequently became 
pregnant within a short time. This procedure was 
continued indefinitely. A high protein diet was 
required to keep the animals breeding actively. 

About 6.5 per cent of F; females, whose mothers 
were from low tumor strains, showed evidence of 
mammary tumors when they were bred rapidly and 
not allowed to nurse their young. Observation up 
to ten years revealed no mammary tumors in the 
strains from which these experimental animals 
originated. 
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The author concludes that the functional activity 
of the mammary gland is related to the production 
of spontaneous mammary gland tumors in certain 
strains of mice. Apparently internal factors of 
a hormonal nature (probably ovarian in this case) 
and possibly the chemical irritation of retained 
mammary gland secretion bear a causative relation 
to the onset of mammary carcinoma. Rapid breed- 
ing and non-suckling (the so-called functional test 
of the reported experiments) have aided in detecting, 
in distinctly low tumor strains, the presence of 
individuals whose constitution is favorable to the 
growth of mammary gland tumors. Conversely, 
failure to produce such tumors after a severe func- 
tional test may indicate the presence of individuals 
whose constitutions are unfavorable to the growth 
of mammary gland tumors. 

Earv O. Latimer, M.D. 


Lacassagne, A: Hormonal Pathogenesis of Adeno- 
carcinoma of the Breast. Am. J. Cancer., 1936, 
27:217. 

It is quite easy to imagine two mechanisms ena- 
bling one cell of an organism to liberate itself from 
subordination to the whole: (1) the loss of something 
rendering the cell unable to obey the regulatory in- 
hibitions, and (2) the acquisition of something acting 
as a permanent stimulant. The author has therefore 
undertaken a study of agents capable of modifying 
cellular division in the organism, the origin of which 
can be recognized as exogenous or endogenous. In 
this article he limits his discussion to one of the en- 
dogenous factors, namely, estrone, the substance 
considered to be the female sex hormone. 

The intervention of estrone excites a cellular 
division specifically in certain types of epithelium. 
Physiologically this stimulation is transient. There 
seems to be general agreement that under the pro- 
longed influence of estrone the cells of a tissue sensi- 
tive to its action may undergo a special and inde- 
terminate activation which transforms them into 
cancerous cells. That this change may be favored 
by a hereditary predisposition to cancer is indicated 
by the provoking of adenocarcinoma in the breasts of 
male mice. The author reports the results of experi- 
ments on litters of mice in which massive weekly 
injections of estrone benzoate were begun imme- 
diately or several days after the birth of the animals 
and continued indefinitely. In experiments on mice 
of a strain in which about 72 per cent of the females 
habitually succumb to adenocarcinoma of the breast 
he found foci of cancerous degeneration in the 
breasts of all of the males between the fourth and 
tenth month. In experiments on a strain of mice in 
which only 2 per cent of the females develop spon- 
taneous adenocarcinoma, none of the surviving ani- 
mals presented tumors at the end of the period in 
which almost all of the mice of the strain previously 
studied had died of adenocarcinoma of the breast. In 
the ninth month, however, the appearance of a can- 
cer was observed, and in the course of the following 
months others appeared until, between the twelfth 
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and eighteenth months, all of the mice of this strain 
died of malignant tumors of the breast although the 
lesions appeared much later than in the other strain. 
Therefore, in the animals of this strain the cancerous 
transformation of the cell apparently required a 
longer time. 

If adenocarcinoma of the breast is regarded as the 
consequence of a special hereditary sensibility to the 
proliferative action of estrone, one is led to imagine a 
preventive treatment for persons predisposed to 
such a cancer by their heredity. This would consist 
in the suitable use of a hormone, antagonistic or 
excretory, to prevent the stagnation of estrone in 
the ducts of the breasts. Many other cancers, 
among the most frequent, seem also to have their origin 
in glandular ducts subject to retention (sebaceous, 
sudorific, uterine, prostatic, pharyngeal, and other 
glands). If the retained products contain a sexual 
hormone or an organic and chemically related sub- 
stance, it is possible to envisage a like pathogenic 
mechanism and foresee the possibility of analogous 
attempts at prophylaxis. JosrpH K. Narat, M.D. 


Smith, E. G.: Sterilization in Carcinoma of the 
Breast. Am. J. Roentgenol., 1936, 36: 65. 


It is well known that there is a definite relation- 
ship between the activity of the ovaries and the his- 
tology and physiology of the breast. There is evi- 
dence for the belief that in certain cases of carci- 
noma of the breast in young women marked im- 
provement results when ovarian stimulation is 
eliminated by sterilizing doses of roentgen rays. 
This improvement may be manifested by the dis- 
appearance of metastatic nodules in the skin, shrink- 
age of glands showing metastatic involvement, im- 
provement in the blood picture, a change of the 
osteolytic type of bone lesion to the osteosclerotic 
type, alleviation of the pain, and a subjective feeling 
of general good health. 

While there is no evidence for the belief that 
sterilization prolongs the duration of life of young 
women with breast carcinoma, the condition ter- 
minates after this treatment in a relatively sudden 
decline instead of a steady painful decline. For 
these reasons it seems to the author that all women 
with carcinoma of the breast who have not reached 
the menopause should receive ovarian irradiation. 

GeEorGE A. CoLtett, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Gerlings, P. G.: Bronchoscopy in Hemoptysis. J. 
Laryngol. & Otol., 1936, 51: 508 


In many cases of hemoptysis a correct diagnosis 
can be established with certainty by physical, roent- 
genological, or bacteriological methods. In cases in 
which these methods fail to reveal the cause of the 
bleeding bronchoscopy is indicated. The use of the 
bronchoscope is frequently of value also for local 
treatment of the lesion. 

The author reports several cases showing the 
value of bronchoscopy in the diagnosis and treat- 
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ment of habitual tracheal hemorrhage due to venec- 

tasis, benign tumors of the bronchi, small malignant 

tumors of the bronchi, and dry bronchiectasis. 
Eart O. LATIMER, M.D. 


Gage, M., and Ochsner, A.: The Surgical Treat- 
ment of Congenital Tracheo-Esophageal Fis- 
tula in the Newborn. Ann. Surg., 1936, 103: 725. 

The congenital anomaly discussed by the authors 
consists of division of the esophagus into upper and 
lower segments with a fistula between the lower seg- 
ment and the bifurcation of the trachea. In over 80 
per cent of the cases there is atresia with agenesia 
of the esophagus dividing the esophagus into two 
distinct parts with an upper segment which termi- 
nates in a blind pouch from ro to 12 cm. from the 
alveolar region. As a rule the distal esophageal seg 
ment is normal except at its proximal end where it is 
narrow and forms a fistulous communication with 
the trachea. 

The symptoms may be divided into two main 
groups: (1) gastro-intestinal and (2) pulmonary. 
At birth the infant is well developed and appears 
normal except for excessive mucus in the mouth, 
which is probably due to an accumulation in the 
blind esophageal pouch emptying into the pharynx. 
At times the secretion becomes so abundant that it 
interferes with breathing and attacks of cyanosis 
occur. The abdomen rapidly becomes distended 
with an ingress of large quantities of air from the 
trachea through the fistula into the stomach and the 
small intestine. The most classical symptoms occur 
dramatically at each feeding, when coughing, re- 
gurgitation of frothy fluid through the mouth and 
nose, and cyanosis occur. The diagnosis is not diffi- 
cult if the condition is considered. If feedings are 
continued there is great danger of aspiration pneu- 
monia. 

If a catheter were passed gently into the esophagus 
of all newborn infants a diagnosis could be made 
before the aspiration of mouth secretions. If an 
infant has an excessive flow of mucus from the 
mouth and if the abdomen becomes rapidly dis- 
tended, the upper esophagus should be immediately 
investigated. If an obstruction is encountered from 
10 to 12 cm. from the alveolar ridge, lipiodol should 
be injected into the esophagus and a roentgenogram 
taken. Because of its irritating action on the lung 
parenchyma, barium should not be used. 

The treatment is surgical. It should consist of 
closure of the fistula and gastrostomy. The authors 
recommend ligating the esophagus with tape or rib- 
bon fascia and the performance of a gastrostomy. 
They report two cases. 


Eizaguirre, E.: 
pulmonaire). 
3630, FI? I. 


Pulmonary Silicosis (La silicose 
Arch. méd.-chir. de Vappar. res pir., 


Eizaguirre reports fourteen clinically and roent- 
genologically studied cases of silicosis with various 
degrees of pulmonary involvement. He states that 
the diagnosis of silicosis depends chiefly upon 
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roentgenological study as the clinical symptoms are 
not characteristic and do not definitely indicate 
the degree of involvement. In the early stage the 
symptoms are those of ordinary “‘catarrh”’ of the 
respiratory tract—a slight chronic cough with the 
expectoration of mucus. The general health is not 
affected. Dyspnea does not develop until the 
lesions are well advanced. The symptoms of ex- 
tensive lesions are frequently slight. It is only when 
the lungs have been largely converted into a fibrous 
mass that cardiopulmonary symptoms develop. In 
its terminal phase, silicosis presents the picture of 
cardiac insufficiency. 

While the stages of silicosis are not clearly defined 
clinically, three stages or ‘‘degrees”’ are distinguished 
on the basis of the roentgen findings. The first stage 
is characterized by intensification of the gland and 
bronchovascular shadows of the pulmonary hilus; 
the second, by the appearance of numerous nodules 
extending from the region of the hilus toward the 
center of the lung; and the third, by dense masses 
due to the progress of the sclerosis, localized chiefly 
in the central region of the lungs, and sometimes by 
involvement of the pleura with the formation of 
pleural adhesions. 

Of the author’s fourteen cases, seven showed the 
first stage, four the second, and three the third. In 
one case there was an associated spontaneous 
pneumothorax. Except in the latter, the severity of 
the dyspnea was by no means proportionate to the 
extent of the pulmonary lesions. The sputum was 
moderate in amount and of the catarrhal (mucous) 
type. 

In one of the cases with third-stage lesions 
autopsy was performed and a histological study of 
the lungs was made. In the areas showing the least 
fibrosis the alveoli were relatively permeable. 
Numerous mineral particles were present within 
these alveoli and in their walls. In the interalveolar 
spaces there was a beginning fibrosis localized chiefly 
around the bronchi and blood vessels. Here also 
were numerous mineral particles. In the zones 
where the sclerosis was dense the mineral particles 
were found only rarely or not at all. Silicon could 
be demonstrated chemically in this tissue. 

From the findings in this case and those reported 
by others, Eizaguirre concludes that, for the develop- 
ment of a pulmonary fibrosis, dust particles must 
reach the alveoli. Some of them may be retained 
there, but others are carried by phagocyte cells into 
the lymphatics. Wherever they accumulate they 
cause a reaction of the fibrotic type. The fibrosis 
increases as the accumulation of the dust particles 
and the resulting lymphatic stasis increase. The 
action of silicon in producing the fibrotic tissue re- 
action is due to the fact that the silicon is rendered 
soluble in the protoplasm of the phagocytic cells. 
The more silicon is thus rendered soluble in the 
tissues, the more intense is the reaction and the 
greater the toxic effect. Workers exposed to silica 
dusts do not show symptoms for some time, but 
after the symptoms develop they persist for months, 
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or even years, following termination of the exposure. 
This is due to the fact that the process of absorption 
and fibrotic reaction is gradual. Attce M. Meyers. 


Mauer and Dreyfus-Le Foyer: Technique of Sub- 
periosteal and Extraperiosteal Paravertebral 
Thoracoplasties (Technique des thoracoplasties 
paravertébrales sous- et extra-périostées). J. de 
chir., 1936, 47: 721. 

The authors believe that the technique used for 
thoracoplasty by Sauerbruch and by Archibald can- 
not be varied sufficiently to meet all requirements. 
They have therefore worked out a technique which 
is more adaptable. 

The patient lies on his normal side with folded 
sheets under his face, neck, and upper ribs so that his 
shoulders alone rest lightly on the table. Another 
folded sheet is laid longitudinally under the lower 
part of the thorax so that the tip of the scapula is 
brought as far upward, forward, and outward as 
possible. The field is disinfected with iodine. Local 
anesthesia is used for the skin and regional anesthe- 
sia for the chief nerve trunks. The anesthetic is a 

:200 solution of novocain. 

The incision is begun midway between the inner 
border of the scapula and the line of the spinous 
processes, its upper end being at a horizontal line 
passing through the spine of the scapula. It first 
extends vertically downward, then curves outward, 
and ends 2 fingerbreadths below the tip of the 
scapula and 1 fingerbreadth outside a vertical line 
passing through the lower angle of that bone. 

The steps of the operation are described in detail 
and illustrated. The first three ribs are resected. 
The posterior arches may be sectioned at the tips of 
the transverse processes or the latter may be re- 
sected and the ribs disarticulated. At first the 
authors did only a subperiosteal resection, incising 
the periosteum longitudinally and carefully pushing 
it aside before resecting the bone. However, they 
found that when the lower ribs were to be removed 
by a second and third operation the upper ribs some- 
times re-ossified and therefore the cavity was never 
completely collapsed, particularly if the later opera- 
tions were delayed on account of the patient’s con- 
dition. Accordingly, they now do an extraperiosteal 
resection with apicolysis. They believe that this 
technique increases the possibility of surgical treat- 
ment of pulmonary tuberculosis. Because of the 
better collapse of the dome of the pleura, it renders 
less extensive operations sufficient in stabilized 
cases. Moreover it makes it possible, in certain 
progressive cases, to operate and then delay the 
other steps of the operation, without fear of ossifica- 
tion, until the patient has recovered. 

In the second stage, the fourth, fifth, sixth, and 
sometimes the seventh ribs may be resected after an 
interval of three or four weeks or even longer through 
the same incision. If necessary, the eighth to tenth 
or eleventh ribs may be resected through a second 
incision curved downward from the first one, concave 
outward, and extending to below the tenth or 
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eleventh rib. The number of ribs to be removed and 
the extent of the resection depend upon the site and 
nature of the lesion. Extraperiosteal resection 
should not be performed below the fifth or sixth rib 
as it is inadvisable to leave a mobile floating thoracic 
wall not protected by the scapula. 

If the intercostal muscles are to be resected, care 
must be taken to avoid sectioning or removing the 
six or seven last intercostal nerves which supply the 
muscles of the wall of the abdomen as this might 
result in dangerous paralysis of the abdominal wall. 

AvuprREY Goss Morcan, M.D. 


Kramer, R., and Son, M. L.: Bronchoscopic Study 
of Carcinoma of the Lung: An Analysis of 300 
Cases of Bronchial Carcinoma with 100 Post- 
mortem Examinations. Arch. Ololaryngol., 1936, 
23: 520. 


Of the patients whose cases are reviewed by the 
authors, 66 per cent were in the fourth or fifth 
decade of life. The youngest was nineteen years and 
the oldest seventy-six years. The ratio of males to 
females was 3:1. In 48 per cent of the cases in which 
autopsy was performed the lesion was found in an 
upper lobe of the lung. The right upper lobe was 
involved nearly twice as frequently as the left upper 
lobe. 

The authors state that although they use the 
term ‘‘carcinoma of the bronchus” and “carcinoma 
of the lung” freely, these terms are not strictly 
interchangeable. From 80 to go per cent of pul- 
monary carcinomas are truly of bronchial origin and 
it has not yet been definitely disproved that from 
10 to 20 per cent do not arise in pulmonary alveoli. 

The authors accept the topographic classification 
of pulmonary carcinomas suggested by Wessler and 
Robin. According to this classification, 62 per cent 
of the neoplasms arise from a large bronchus or the 
hilus, 18 per cent from a small bronchus, and 20 
per cent from the parenchyma. 

Carcinomas of a large bronchus, including tumors 
located in bronchi of the first, second, and third 
order, constitute the majority of all bronchiogenic 
carcinomas. Their origin is usually somewhere 
along the bronchial mucosa. From this point they 
proceed both by direct extension and through the 
lymphatic system. Carcinomatous stenosis of a 
bronchus may be due to an obturating stenosis, in- 
filtrating stenosis, or extrabronchial pressure such 
as that produced by enlarged lymph nodes. Carci- 
nomatous ulceration in some degree is present in 
most bronchial stenoses. 

Carcinomas of small branch bronchi are located 
in bronchi of the fourth to the ninth order and con- 
stitute from 15 to 20 per cent of all pulmonary 
carcinomas. Clinically and pathologically there are 
2 types which occur with about equal frequency. 
The peripheral localized form spreads slowly to- 
ward the periphery. The peripheral infiltrative type 
is much more malignant, metastasizes early to 
regional lymph nodes, and infiltrates along the 
lymphatic vessels toward the hilus. 
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Parenchymal carcinomas include the peripheral, 
localized, almost circumscribed neoplasms which 
probably originate in the pulmonary alveoli. Post- 
mortem specimens show that even the most minute 
grossly visible bronchi are free from tumor infiltra- 
tion. These tumors metastasize relatively late. 

All bronchiogenic carcinomas are infiltrative and 
sessile. In the authors’ series of 300 cases there was 
none in which a true carcinoma presented a peduncu- 
lated appearance. The authors believe that pe- 
dunculated bronchial tumors are adenomas with a 
non-malignant course. 

The bronchoscopic appearance of bronchiogenic 
carcinomas of the various types and location is 
described by them in detail. 

Of 200 cases of pulmonary carcinoma proved 
clinically, but in which no postmortem examination 
was made, 152 (76 per cent) were proved by histo- 
logic examination of a bronchoscopically removed 
specimen. In 48 (24 per cent), a bronchial biopsy 
specimen showing tumor growth was unobtainable. 
In 17 of these 48 cases the diagnosis was established 
by biopsy of axillary or cervical nodes; in 7, by the 
demonstration of tumor cells in fluid removed from 
the chest (Mandelbaum’s technique); in 2, by 
examination of material taken by punch biopsy; 
and in 22, by clinical and roentgenographic evidence. 

Among associated findings in the roo cases in 
which a postmortem examination was made were 
infiltration of the esophageal wall in 8 cases and 
tuberculosis of the lung in 4. Syphilis was demon- 
strated by serological tests in 4 cases, but in no 
case was there evidence of syphilis of the lung. 
Secondary pulmonary abscesses were found in 14 
cases. 

Paralysis of the phrenic nerve occurred in 9 cases 
—in 6 on the left side and in 3 on the right. Paralysis 
of the recurrent laryngeal nerve occurred in 14 cases. 
In 8 it occurred on the left side; in 5 cases, on the 
right side; and in 1 case on both sides. 

Pleural effusion could be demonstrated either 
clinically or roentgenographically in 27 cases. In 
16, tumor cells were demonstrated in the fluid; in 
11, the fluid did not contain tumor cells. The 
authors therefore conclude that, in the presence of 
a pleural effusion, a positive diagnosis can be made 
more frequently by microscopic examination of a 
specimen removed with the bronchoscope than by 
examination of the pleural fluid. 

Ear QO. Latimer, M.D. 


HEART AND PERICARDIUM 


McDonald, S., Jr.: Primary Endothelioma of the 
Pericardium. J. Path. & Bacteriol., 1936, 43: 137. 


The author reports a case of primary endothelioma 
of the pericardium in a male laborer fifty-three years 
old. The man collapsed while at work and died in a 
few minutes. 

McDonald states that in the absence of reliable 
differential criteria the diagnosis of endothelioma of 
the pericardium must be determined largely by ex- 
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clusion. In a review of the literature he found the 
records of six apparently authentic cases. 

The differential diagnosis appears to lie between 
endothelioma and sarcoma. Yater has reported 
about fifteen cases of pericardial sarcoma. The fol- 
lowing factors appear to be more characteristic of 
endothelioma than sarcoma: (1) a relatively slow 
rate of growth; (2) extension by direct invasion and 
by way of the lymphatic channels; (3) absence of 
metastasis by the blood stream; (4) a fascicular, and 
to some extent perivascular, arrangement of the 
cells; and (5) an intimate relationship of the cells to 
a well-formed collagenous stroma. However, the 
characteristics of cells may be modified by pressure 
and stroma reaction, particularly in tumors infil- 
trating solid organs. GeorGE A. CoLiett, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Kuess, G.: Cardio-Esophageal Strictures (A propos 
des rétrécissements cardio-esophagiens). Aed. 
l’ Acad. de chir., Par. 1936, 62: 838. 

Kuess reports a case of typical cardiospasm in a 
woman twenty years of age. Operation was per- 
formed by the abdominal route. No mechanical 
cause of the obstruction was apparent. The opera- 
tion consisted of incision of the wall of the cardia 
down to the mucosa. Relief of the symptoms was 
only temporary, and the patient was later operated 
upon by Desplas. Desplas reported that at the 
second operation he found a fibrous ring about the 
cardia extending vertically a distance of 4 cm. He 
sectioned the wall down to the mucosa as Kuess had 
done. When seen a month later the patient was free 
from symptoms. ALBERT F. DeEGROoAT, M.D. 


Courty, P. L.: Acute Emphysema of the Mediasti- 
num Following Injuries to the Thorax (L’em- 
physéme aigu du médiastin consécutif aux trauma- 
tismes du thorax). Rev. de chir., 1936, 55: 290. 

Courty states that parietal or subcutaneous 
emphysema is not an unusual complication of frac- 
ture of the ribs whereas emphysema of the medi- 
astinum is a rare and very serious complication of 
thoracic injuries. The latter may occur also after 
injuries to the larynx and trachea. 

In a case observed by the author acute emphysema 
of the mediastinum followed the fracture of several 
ribs. When the patient was first seen he was in a 
state of shock and there was some subcutaneous 
emphysema on the right side. Under treatment, his 
condition improved and the dyspnea that had been 
present disappeared. However, on the night of the 
fourth day, his condition became suddenly worse, 
dyspnea became severe, cyanosis developed rapidly 
with signs of cardiac failure, and a large collection 
of air was found in the region above the clavicles 
and below the hyoid. Three cervical incisions were 
made and the cellular-fatty tissues separated with 
the finger until bubbles of air escaped. The incisions 
were left open for a time with a drain inserted in 
each. The patient made a good recovery. 
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Two cases are cited from the literature, one reported 
by Gatellier in 1914, in which mediastinal emphy- 
sema followed a penetrating war wound of the thorax 
and one reported by Rieder in 1931, in which this 
condition resulted from a fracture of the trachea. 

The characteristic sign of mediastinal emphysema 
is a swelling with gaseous crepitation in the region 
above the sternum and the clavicles, which may 
extend upward to the face and head (as in the 
author’s case) or outward toward the shoulders. 
Usually this develops suddenly and is accompanied 
by severe dyspnea, rapidly developing cyanosis and 
distention of the veins of the neck. The pulse be- 
comes small and weak. Death may occur before 
treatment can be given, but in the less rapidly 
developing cases, treatment may give relief. 

Gatellier has pointed out that in injuries of the 
thorax it is possible to determine whether medi- 
astinal emphysema is developing before its charac- 
teristic symptoms appear. The signs and symptoms 
of the condition in its earliest stages are pain in the 
diaphragm due to pressure on the phrenic nerve by 
the air filling the mediastinum, disappearance of 
the precordial area of dullness, and a feeling of 
tension on palpation above the sternum. Fluoro- 
scopic examination shows the mediastinum to be 
less opaque than normal. 

Various methods of surgical treatment have been 
used for the relief of mediastinal emphysema. The 
method employed by the author in the case reported 
has been used also by other surgeons. In this pro- 
cedure three low cervical incisions are made: a 
vertical incision above the sternum (as proposed 
by Lejars), and two horizontal incisions above and 
parallel with the clavicles. In each incision the 
cellular-fatty tissue is opened up to drain the medi- 
astinum. The anterior mediastinum is drained 
through the vertical incision, and the posterior 
mediastinum through the two supraclavicular in- 
cisions. If this does not give the patient sufficient 
relief, the cellular cavities of the neck may be 
opened by the method described by Gatellier. In 
some cases the pleurotomy operation described by 
Chavannaz may be necessary. AticE M. Meyers. 


MISCELLANEOUS 


Eversole, U. H., and Overholt, R. H.: Anesthesia in 
Thoracic Surgery. J. Thoracic Surg., 1936, 5: 510. 


Anesthesia for thoracic surgery presents several 
unusual problems. The anesthetist must not only 
induce anesthesia, but also provide an adequate 
amount of oxygen, keep the tracheobronchial tree 
aspirated, and control the intrapulmonic pressure. 
The patient is usually in a poor physical state be- 
cause of a protracted illness, confinement to bed, and 
septic absorption from the site of pulmonary disease. 
Such an individual is intolerant to even slight de- 
grees of anoxemia. As the pathological process is 
located within the organ of respiration certain me- 
chanical and physical problems must be considered. 
The absorptive surface of the lung is reduced, and 
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this reduction affects the absorption of both the 
anesthetic agent and oxygen. Obstruction of the 
air passages by mucus and pathological secretions 
occurs. The cough reflex is overactive and may in- 
terfere with the smoothness of induction of the anes- 
thesia. The position of the patient on the operating 
table with the healthy lung in a dependent position 
favors the spill of pathological secretions into the 
normal lung. It tends also to immobilize the chest 
and diaphragm on the healthy side and thereby 
further limit the lung volume. Open pneumothorax 
is another problem. Respiratory and circulatory 
embarrassment may be produced by opening of the 
pleural cavity. The greatest difficulties arise when 
the visceral pleura is free, the mediastinum mobile, 
and the opening in the pleural cavity small so that 
more air enters the pleural cavity than leaves with 
each respiratory cycle. 

Closed anesthesia, preliminary artificial pneu- 
mothorax when the pleura is free, and the use of 
high concentrations of oxygen during the period of 
time the chest is opened tend to lessen the danger of 
open thoracotomy. Postoperative complications due 
to internal drainage of the diseased lung with in- 
hibition of the cough reflex is favored by the pro- 
longed action of drugs used for preliminary narcosis. 
Therefore these drugs should be avoided. 

The ideal anesthesia for thoracic operations re- 
quires an anesthetic agent which will not exert a 
deleterious effect upon the patient and is rapid in 
action and pleasant to take. The respiratory move- 
ments must be quiet but of sufficient amplitude to 
fill the alveoli. The amount of the anesthetic agent 
administered should be under control so that it may 
be increased or decreased at will. The action of the 
anesthetic should cease when the administration is 
discontinued in order that consciousness and the 
cough reflex may be restored rapidly. Facilities for 
the aspiration of material from the lungs should be 
available at all times, and intrapulmonic pressure 
should be under the control of the anesthetist. 

The drug most commonly employed to produce 
general anesthesia without inhalation is _tribro- 
methanol (avertin). This is usually unsatisfactory 
for thoracic surgery because its use is frequently 
followed by a postoperative lowering of the blood 
pressure and by depression of the respiration and the 
cough reflex associated with a variable degree of 
cyanosis. 

Nitrous oxide is also used extensively, but its ad- 
ministration is associated with struggling on the 
table, deep forceful respirations, cyanosis, and a ris- 
ing pulse. Moreover, it requires a go per cent con- 
centration of the gas which permits the use of only 
a Io per cent concentration of oxygen. This amount 
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of oxygen is usually not enough for an individual 
with a limited absorptive surface. Ethylene allows 
the use of an oxygen concentration of from 15 to 20 
per cent, but even this is not enough to prevent 
anoxemia. Ether permits adequate oxygen admin- 
istration, but is irritating to the mucous membranes 
and increases bronchial secretion. Acetylene per- 
mits the use of a higher concentration of oxygen, but 
is highly explosive and requires a cumbersome ap- 
paratus for its administration. 

At the Lahey Clinic, cyclopropane has been found 
the anesthetic of choice and during the last two and 
one-half years has displaced practically all other 
anesthetic agents for thoracic work. Cyclopropane 
is trimethanol, a compressible hydrocarbon gas with 
the empirical formula C3Hs. It may be administered 
by the ordinary gas machine. It is a powerful anes- 
thetic producing in a concentration of 20 per cent 
or less a depth of anesthesia approaching that ob- 
tained with ether. Therefore an oxygen concentra- 
tion of 80 per cent or more may be administered and 
many of the difficulties arising with the use of other 
anesthetic agents, such as anoxemia, cyanosis, car- 
bon dioxide accumulation, struggling respiratory 
movements, and a rising pulse, are avoided. Re- 
covery from the effects of cyclopropane is rapid, 
consciousness being regained usually in from three 
to ten minutes. The cough reflex returns with equal 
rapidity. Nausea and vomiting occur in about one- 
fourth of the patients in the first three minutes, but 
only one-tenth of the patients have subsequent 
nausea. As cyclopropane is not a respiratory stimu- 
lant, the pre-operative dose of an opium derivative 
is much smaller. By using a closed system of anes- 
thesia with provision for the absorption of carbon 
dioxide the anesthetist may control the administra- 
tion of the gas and the intrapulmonic pressure. The 
danger of explosion is avoided by preventing escape 
of the gas into the operating room. If spontaneous 
respiration is rendered impossible by accidental 
opening of both pleural cavities, rhythmic manual 
pressure on the rubber breathing bag containing the 
anesthetic mixture will establish artificial respira- 
tion with a pressure of 7 or 8 mm. Hg and in this 
manner lung collapse may be prevented. Aspiration 
of mucus, blood, or secretions from the trachea may 
be accomplished by the use of a No. 16 F. catheter 
attached to a suction apparatus. In cases of bron- 
chiectasis and lung abscess operated on at the Lahey 
Clinic an indwelling tracheal catheter is employed 
routinely. The catheter is used also in cases in which 
bronchial obstruction may occur during the opera- 
tion. However, in the average case of thoracoplasty 
it has not been found necessary. 

MANUEL E. LICHTENSTEIN, M.D. 








GASTRO-INTESTINAL TRACT 


Finsterer, H.: The Clinical Characteristics and 
Treatment of Cancer of the Digestive Tract 
(Zur Klinik und Therapie des Carcinoms des 
Verdauungstraktes). Wien. med. Wehnschr., 1935, 

1389, 1420, 1433. 1936, I: 39, 


2: 1273, 1305, 1335, 


95, 182. 

On the basis of 1,122 cases of carcinoma and 15 of 
sarcoma of the gastro-intestinal tract which he and 
his associates operated upon during the past twenty- 
five years, the author discusses what we are able to 
do today in the battle against these diseases. He 
states that the treatment indicated is the earlies 
and most radical removal of the lesion possible. 

1. Carcinoma of the upper part of the esophagus. 
Although cancers of the tongue, oral cavity, and 
pharynx can be recognized in an early stage because 
they are not only visible but also directly palpable, 
the incidence of permanent cure of these lesions is 
only about 15 per cent. Irradiation therapy gives 
more lasting results than operation. Cancer of the 
cervical portion of the esophagus may be operated 
on successfully. The operative mortality is about 
27.5 percent. Cancers of the thoracic and abdominal 
portions of the esophagus have an especially un- 
favorable prognosis. 

2. Cancer of the stomach. This is the most 
frequent cancer in the digestive tract. As early 
diagnosis is of the greatest importance, the public 
must be enlightened regarding its manifestations. 
In the early recognition of the condition, x-ray 
examination, especially the modern demonstration 
of the mucosal relief, is of great aid. For doubtful 
cases, the author advises exploratory laparotomy. 
He regards as inoperable only those cases in which 
distant metastases are demonstrated definitely. He 
states that a large, palpable tumor, advanced age, 
severe cardiac or pulmonary disease, secondary 
anemia, and advanced cachexia do not contra-indi- 
cate operation. He disapproves of the 2-stage re- 
section. In the cases of patients in very poor condi- 
tion he prefers to precede the resection by jejunos- 
tomy. He estimates the operative mortality at less 
than ro per cent. Because of the use of local anes- 
thesia, the mortality due to pneumonia in his cases 
has been only 1 per cent. In cases of inoperable 
cancer of the stomach with stenosis he performs an 
anterior gastro-enterostomy with entero-anastomo- 
He is extremely radical in his resections, re- 
moving nearly all of the stomach and the entire 
great omentum. The incidence of permanent cure 
in his cases is between 22.2 and 27.6 per cent. It is 
lower in cases of ulcer carcinoma than in those of 
primary carcinoma. 

3. Sarcoma of the stomach. 


sis. 


Sarcomas of the 


stomach are relatively rare, constituting only 1.7 
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per cent of all tumors of the stomach. While the 8 
cases reviewed are too few to warrant definite con- 
clusions relative to permanent cure, the author 
believes that the prognosis is not so unfavorable as 
is usually assumed. 

4. Cancer of the pancreas. Finsterer discusses 
this condition only very briefly as radical operation 
is practically impossible. As the disease is usually 
accompanied by icterus, an exploratory laparotomy 
is indicated to prevent an erroneous diagnosis 
(obstruction by stone). 

5. Carcinoma of the biliary passages. This con- 
dition, which is not frequent, is very serious as 
permanent cures are extremely rare. Of 52 opera- 
tions for cancer of the gall bladder, the author 
found gall stones in nearly all. In 3 cases extensive 
resection of the liver was necessary. All 3 patients 
survived the operation, but only 1 was permanently 
cured. It is important to prevent the development 
of carcinoma of the biliary passages by early removal 
of the chronically inflamed and stone-containing 
gall bladder. Cancer of the bile ducts is even rarer 
than cancer of the gall bladder. Primary cancer of 
the liver is hardly a surgical condition. 

6. Tumors of the small intestine. Carcinoma of 
the small intestine is very rare. Moreover, the 
malignant degeneration which is relatively common 
in ulcer of the stomach is practically never seen in 
ulcer of the duodenum. As a rule, cancer of the 
small intestine causes symptoms of stenosis rather 
late. Therefore it is usually operated upon late and 
the end-results are poor. Sarcoma of the small 
intestine is also rare, and the results of its treatment 
are also very poor. 

7. Carcinoma of the colon and rectum. Cancer 
of the colon is a common disease. If it is recognized 
and operated upon in the early stages, good results 
may be obtained. It should be suspected in the 
cases of all elderly patients who suddenly develop 
obstipation after previously regular and normal 
bowel movements. An important sign of the condi- 
tion is the passage of blood and mucus. The author 
emphasizes the importance of digital examination 
followed by rectoscopic and sigmoidoscopic examina- 
tion. In cases in which the lesion is situated high, 
x-ray examination is necessary. Frequently a 
severe anemia is the first sign of the disease. In 
doubtful cases the examination should be repeated 
after an interval not exceeding two weeks or an 
exploratory operation should be done. Advanced 
age does not contra-indicate exploratory operation. 
In the stage of obstruction of the bowel, the author 
performs a colostomy first and the radical operation 
later. As a rule the resection should be done in 2 
stages: (1) mobilization and resection, and (2) closure 
of the colostomy. However, if the bowel can be 














emptied completely, Finsterer performs the opera- 
tion in 1 stage. In carcinoma of the left half of the 
colon with severe obstipation he performs the 3-stage 
operation of Schloffer: (1) cecostomy, (2) extirpa- 
tion of the cancer, anastomosis of the transverse 
colon to the pelvic colon, and (3) closure of the 
cecostomy opening. The mortality in his cases has 
been 21.1 per cent, but in the last eight years has 
dropped to 16 per cent. In carcinoma of the pelvic 
colon the abdominosacral operation is the pro- 
cedure of choice. For the radical removal of cancer 
of the rectum there is a choice of 2 methods: (1) 
the sacral operation of Hochenegg, and (2) the 
abdominosacral operation of Kirschner and Schmie- 
den. Finsterer is performing the latter more and 
more frequently. He always preserves the sphincter 
if the carcinoma is situated 12 cm. or more above 
the anus. The mortality of the abdominosacral 
operation in his cases is 18 per cent. The incidence 
of permanent cure in his cases of cancer of the 
colon is 34 per cent. 

Finsterer comes to the conclusion that in car- 
cinoma of the digestive tract the mortality of opera- 
tion has decreased and permanent cures are no 
longer rare. 

(MaxIMILiAN Hirscu). Leo A. JuHNKE, M.D. 


Cunha, F.: Idiopathic Benign Hypertrophic Pylori- 
tis. Am. J. Surg., 1936, 33: 21. 

Cunha emphasizes that idiopathic benign hyper- 
trophic pyloritis is not a simple acute or chronic in- 
flammatory gastritis with the well-known mucosal 
changes accompanying those conditions but a clini- 
cal entity with characteristic changes which are 
limited strictly to the pylorus. The most predomi- 
nant feature is hypertrophy chiefly of the mucosa 
and submucosa. The mucosal layer shows marked 
thickening which causes an increase in the size of the 
mucosal folds so that they encroach on the pyloric 
lumen and interfere with egress from the stomach. 
Secondary stasis, either moderate or extreme, re- 
sults. After death the edema or congestion rapidly 
diminishes or disappears so that postmortem speci- 
mens are not always satisfactory for demonstration 
purposes. 

The condition is frequently undiagnosed or diag- 
nosed erroneously. Errors in diagnosis have been 
responsible for the performance of a fairly large num- 
ber of operations, especially gastric resections, in 
the belief that the condition was malignant. In 
the majority cases, however, the differential diagnosis 
may be made if all of the clinical findings together 
with the findings of careful fluoroscopic and roent- 
genographic examinations are taken into consider- 
ation. 

The condition is a lesion primarily of the mucosal 
and submucosal layers extending the complete length 
of the pyloric canal but sharply confined to the 
pylorus in contrast to other lesions which extend 
beyond these limits. It is not the persistence of a 
pyloric stenosis from infancy. 

Joun W. Nuzum, M.D. 
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Gage, M., Ochsner, A., and Hosoi, K.: The Rela- 
tionship of Gastric Acidity to Peptic Ulcera- 
tion. I. The Effect of Hydrochloric Acid, of 
Histamin, and of Deviation of Bile. Arch. Surg., 
1936, 32: IOIQg. 


The authors report the findings of experiments 
which were carried out on 125 dogs. In one group of 
experiments the animals were given hydrochloric 
acid by mouth or injections of histamin subcutane- 
ously. The gastric acidity was determined before 
and after the administration of the hydrochloric acid 
or the injection of histamin. In the group of animals 
receiving hydrochloric acid, petechi, erosions, and 
shallow ulcers were found, but not the chronic ulcers 
seen in man. There was considerable variation in the 
gastric acidity, but no constant increase. The injec- 
tion of histamin produced acute ulcers, but, as evi- 
denced by the scars found in the stomachs of the 
sacrificed animals, did not prevent their healing. 

In another group of experiments the greater curva- 
ture of the stomach was resected and the lesser 
curvature left intact. In a third group the lesser 
curvature was resected and the greater curvature 
left intact. Extirpation of the greater or lesser 
curvature of the stomach did not significantly change 
the gastric acidity of the main portion of the stomach 
as compared with the pre-operative values. When 
the greater curvature was extirpated and the lesser 
curvature left intact, the incidence of ulceration was 
63.6 per cent, whereas when the lesser curvature was 
removed and the greater curvature left intact, no 
ulcers occurred. These facts, together with the 
observation that, following the injection of histamin, 
multiple ulcers occurred most frequently along the 
lesser curvature support the clinical observation that 
gastric ulcer generally occurs along the lesser curva- 
ture (Magenstrasse). The higher incidence of ulcers 
in the lesser curvature is due to the tissue suscepti- 
bility of that portion of the stomach. 

In other experiments pouches were formed in the 
lesser or greater curvature and anastomosed to a 
loop of jejunum. Of the dogs in which a pouch of 
the greater curvature was formed, ulcers developed 
in 100 per cent, whereas of the animals in which a 
pouch of the lesser curvature was formed, ulcers 
developed in only 71 per cent. Jejunal ulceration is 
due to the acid gastric chyme impinging against a 
portion of the intestinal tract which is not accus 
tomed to receiving it. The higher incidence of 
ulceration when the greater curvature was anasto- 
mosed to the jejunum than when the lesser curvature 
was anastomosed was probably due to higher 
acidity in the greater curvature. 

In further experiments a pouch of the lesser or 
greater curvature was anastomosed to the jejunum 
and, in addition, the common bile duct was ligated 
and the fundus of the gall bladder sutured to the 
pouch. The protective influence of the alkaline bile 
was demonstrated by the fact that of the animals in 
which the pouch of the lesser curvature was used, 
ulcers developed in only 50 per cent whereas of the 
animals in which the pouch of the greater curvature 
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was anastomosed to the jejunum and the gall bladder, 
ulcers developed in only 28 per cent. 

From the results of experimental work and their 
clinical observations the authors conclude that there 
are three factors operative in the production of pep- 
tic ulcer: (1) predisposition (ulcer diathesis), (2) sus- 
ceptibility of tissue, and (3) hyperacidity. 


Sanchez Martinez, J. A., and Chamorro, R.: 
Studies of Disturbances in Electrolytic Equilib- 
rium and the Pathological Anatomy of Gas- 
tritis in Experimental Gastric Ulcer. The 
Results Obtained by Drainage of the Secretions 
of the Pyloric Antrum, the Duodenum, the 
Pancreas, and the Liver to the Exterior ([stu- 
dios disiénico y anatopatolégico de las gastritis y 
alceras gdstricas experimentales. Resultados ob- 
tenido con la derivacién de jugos natro-duodeno- 
pancreatico-biliares all exterior). Arch. de med., 
cirug. y especial., 1936, 17: 229. 

The authors report experiments carried out on 
dogs in which they sectioned the stomach trans- 
versely at the antrum; re-established gastro-intesti- 
nal continuity by termino-lateral gastro-enterostomy 
in which the end of the sectioned fundus was united 
to the side of the beginning of the jejunum; closed 
the distal end of the sectioned antrum with a double 
row of Cushing sutures; and exteriorized the second 
portion of the duodenum so that the pancreatic, 
biliary, duodenal, and antral secretions were lost. 

After this operation the animals showed acute and 
marked lowering of the alkali reserve, the blood 
magnesium, and the blood calcium, and died within 
from two to five days. Necropsy was performed im- 
mediately after death. In all of the dogs an intense 
diffuse hemorrhagic gastritis with gross changes was 
found. In three, there was a hyaline necrosis with 
degeneration of the entire stomach wall. The patho- 
logical process was most marked around the arterial 
and venous capillaries. There was no inflammatory 
infiltration. The rest of the animals showed a 
marked generalized hemorrhagic gastritis associated 
with edema and inflammatory infiltration. Except 
in one dog with an acute ulcer and two dogs with 
ecchymosis, the duodenum and jejunum were macro- 
scopically negative. On microscopic examination, 
however, they showed superficial erosions. In some 
of the animals the examination revealed involve- 
ment of the deeper layers; in others, a generalized 
inflammatory infiltration with degeneration of the 
mucosa; and in the rest, disappearance of the glan- 
dular structure of the duodenum and the mucosa of 
the jejunum. In all, the antrum was macroscopically 
negative, but on microscopic examination showed 
hyperplasia of the interstitial connective tissue and 
pathological changes of the following types: 

1. An intense inflammation with glandular de- 
struction. 

2. Erosion in an atrophic follicular gastritis of the 
type described by Kalima. 

3. Erosion in atrophic-hypertrophic gastritis, a 
type of gastritis not previously reported in the litera- 
ture on experimental gastritis. 
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4. A type of sclero-atrophic hyaline gastritis, and 
a type of chronic sclerofibromatous gastritis. 

Comparisons of the lesions produced experimen- 
tally in the antrum and stomach were made to de- 
termine the difference in the reaction of the mucosa 
of the antrum and that of the fundus when both were 
subjected to the same chemical or mechanical irrita- 
tive stimuli. The differences were secondary to the 
fact that the antral mucosa has a tendency to pro- 
duce cicatricial sclerosis whereas in the fundus such 
sclerosis is rare; also to the fact that the fundal mu- 
cosa regenerates itself by the production of flattened 
epithelial cells of the Moszkowicz type while the 
antral mucosa regenerates itself by the production of 
epithelial cells. 

The authors conclude that marked changes in the 
acid-base equilibrium and mineral metabolism lead 
to acidosis and demineralization from the loss of 
alkaline gastric, duodenal, pancreatic, and biliary 
secretions. The macroscopic lesions caused by loss 
of alkaline secretions were the same in all of the 
dogs. They consisted of generalized passive conges- 
tion, marked hemorrhagic gastritis, and pangastritis. 
Macroscopically, the duodenum, jejunum, and an- 
trum were, with few exceptions, uninjured, but on 
microscopic examination they showed evidence of 
damage. In the dogs with the most intense systemic 
disturbances microscopic lesions of the duodenum 
such as an acute ulcer and localized ecchymosis were 
produced. 

The histological study suggested that the systemic 
condition was of major importance in the causation 
of the lesions, and inflammation of only secondary 
importance. The histopathological changes in the 
stomach varied in the different animals from necrotic 
hyaline degeneration of the entire wall of the stom- 
ach to a generalized inflammatory infiltration with 
marked erosion of the gastric mucosa. Various evolu- 
tionary intermediate stages could be demonstrated. 
The major changes seen in the duodenum and jeju- 
num were generalized inflammation and erosion. 
Under the influence of the same irritative stimuli, 
the antrum showed a type of hemorrhagic lesion 
which differed from that occurring in the fundus be- 
cause of the difference in the reaction of these two 
parts to. the stimuli. SAMUEL J. FoGELson, M.D. 


Babey, A. M., and Hurst, A. F.: The Incidence, 
Mortality, and Treatment of Hemorrhage in 
Gastric, Duodenal, and Anastomotic Ulcer. 
Guy’s Hosp. Rep., Lond., 1936, 86: 129. 

The authors first cite 2 articles on hemorrhage in 
cases of peptic ulcer which were published in 1935— 
one by Gordon-Taylor and the other by Meulen- 
gracht. Gordon-Taylor reviewed the records of the 
Middlesex Hospital, London, for the years from 1924 
to 1933. These showed that in medically treated 
cases admitted for hematemesis the mortality was 21 
per cent, and in cases in which another large hemor- 
rhage occurred after the patient’s admission it rose 
to 78 per cent. Gordon-Taylor therefore advised 
routine surgery after preliminary transfusion. 














Meulengracht presented statistics which showed 
that in 251 cases of bleeding ulcer treated medically 
the mortality was only 1 per cent. The lowness of 
the mortality was attributed to the practice of feed- 
ing the patients very early after hemorrhage. 

To determine which of these extremes of mortality 
is correct, Baby and Hurst reviewed cases of peptic 
ulcer treated at Guy’s Hospital and the New Lodge 
Clinic, London. 

The Guy’s Hospital group consisted of 371 cases of 
chronic gastric, duodenal, and anastomotic ulcers 
admitted during the years from 1919 to 10935. 
Kighty-two (22 per cent) of the patients had bled 
within forty-eight hours before their admission, and 
106 (29 per cent), including 32 of those with recent 
bleeding, had a previous history of hemorrhage. Of 
the 82 patients who were admitted to the hospital 
for hemorrhage, 54 (66 per cent) had gastric ulcers; 
22 (26 per cent), duodenal ulcers; and 6 (8 per cent), 
anastomotic ulcers. Fifteen of the 82 had at least 1 
more hemorrhage during hospitalization. Five of 
these 15 died. Four died directly as the result of 
continued bleeding and 1 nine weeks after the 
hemorrhage from peritonitis following separation of 
the jejunostomy. Therefore in the cases in which 
bleeding recurred under treatment the mortality was 
27 per cent. As the 4 deaths cited were the only 
deaths directly attributable to hemorrhage, the 
mortality due to hemorrhage was 4.8 per cent in the 
82 cases admitted to the hospital on account of 
hemorrhage, 2.5 per cent in the 160 cases with a 
history of 1 or more hemorrhages at the time of ad- 
mission, and 1.1 per cent in the total 371 cases, 
including those in which bleeding had never oc- 
curred. 

In the period from February 21, 1921, up to the 
time that this study was made, 586 cases of ulcer 
were admitted to the New Lodge Clinic. Among 
these were 110 cases of gastric ulcer, 379 of duodenal 
ulcer, and 97 of anastomotic ulcer. One hundred and 
sixty-one (27.5 per cent) of the patients—23 (20.9 
per cent of those with gastric ulcer, 91 (24.0 per cent) 
of those with duodenal ulcer, and 47 (48.5 per cent) 
of those with anastomotic ulcer—were admitted 
with hemorrhage. Three patients, all with duodenal 
ulcer, died of hemorrhage. These were the only ones 
recognized as being unlikely to recover under 
medical therapy and therefore were the only ones 
operated upon while still bleeding. Surgery failed 
to save them. 

As the mortality appears to be higher where 
transfusion is often employed than elsewhere, the 
authors are of the opinion that transfusion is not 
without danger. They quote Christiansen as saying 
that in the Kommunehospitalet the mortality has 
doubled since transfusion has become a common 
practice. They state that, in general, transfusion 
should not be done unless the hemoglobin is below 30 
per cent and the patient appears to be in danger of 
death from anemia. 

From their findings the authors conclude that the 
incidence of hemorrhage in peptic ulcer is 27 per cent 
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and that the mortality is only 1.5 per cent. Surgery 
cannot be regarded as a means of preventing fatal 
hemorrhage. According to Balfour, hemorrhage 
occurred after operation at the Mayo Clinic in 13 per 
cent of cases of ulcer with a previous hemorrhage and 
in 0.9 per cent of those with no history of previous 
hemorrhage. Even gastrectomy does not prevent 
recurrence of hemorrhage. Moreover, the total 
mortality of all operations performed for gastric and 
duodenal ulcer is considerably greater than the 
mortality of hemorrhage in all cases of ulcer. 

In the authors’ opinion it is not difficult to recog- 
nize the rare cases of bleeding ulcer in which recovery 
will not result under medical therapy. Unfortu- 
nately they are the cases in which direct treatment of 
the bleeding point by operation is likely to be 
impossible. Therefore, even when the operation is 
performed by surgeons of great experience and the 
patients have been adequately prepared by trans- 
fusion, the postoperative mortality must be extreme- 
ly high. The authors are of the opinion that the 
early feeding advocated many years ago by Lenhartz 
and recently by Meulengracht would not have pre- 
vented the deaths in the cases they review. They 
state that the remarkably low mortality among 
patients seen in general practice shows that, in the 
great majority of cases, rest in bed, starvation, and 
the administration of morphine are all that is 
required. SAMUEL J. FoGELson, M.D. 


Pratt, G. H.: The Diagnosis of Cancer of the Stom- 
ach. The Use of the Gastroscope and the 
Gruskin Test. Arch. Surg., 1936, 33: 138. 

The Gruskin test is based on the consideration 
that malignant cells are born embryonic and remain 
embryonic in contrast to normal cells, which are 
born embryonic, but which mature. The protein of 
malignant cells is not the same as that of normal 
cells. This is shown chemically by the fact that in- 
cineration of malignant growths leaves a heavy 
deposit of inorganic salts similar to the heavy de- 
posit found after the incineration of embryonic 
cells, while the incineration of normal cells or benign 
growths leaves no such deposit or only a trace of 
inorganic salts. 

The Gruskin test consists of the injection of an 
embryonic antigen made from the most embryonic 
cells known. For the diagnosis of carcinoma an 
antigen from the epithelial cells of embryonic calves’ 
pancreas or liver is used, and for the diagnosis of 
sarcoma, an antigen from Wharton’s jelly which con- 
tains the embryonic stellate connective tissue cells. 

The results of 100 Gruskin tests made in coopera- 
tion with Gruskin were as follows: 

Correct results, 92; incorrect results, 8; positive 
reactions, 74, percentage correct, 81.8; negative 
reactions, 26, percentage correct, 76.9. 

These figures show that in the cases of 8 patients 
the positive reaction to the test did not agree with 
the findings of clinical study. Some of these 8 
patients may present clinical evidences of malig- 
nant change later. 
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In conclusion the author states that while more 
investigation regarding the possibilities of the 
Gruskin test are necessary before acceptance of this 
test over clinical judgment may be advocated, the 
results so far have been encouraging. 

JosepH K. Narat, M.D. 


Minnes, J. F., and Geschickter, C. F.: Some Clini- 
cal Features of Carcinoma of the Stomach. 
Am. J. Cancer, 1936, 27: 740. 

Cancer of the stomach is a lesion with a high in- 
cidence and mortality. It is usually recognized 
clinically only after it has reached an advanced 
stage. An analysis of 541 cases was made by the 
authors to evaluate the various clinical signs and 
symptoms and to develop a more methodical clinical 
approach to the problem. 

In 47.6 per cent of the 541 cases a readily pal- 
pable mass was found in the epigastrium; in 36.4 per 
cent, exploration showed the lesion to be inoperable; 
in 15.3 per cent, the patient had been advised against 
operation by a physician; and in 5 per cent, the pa- 
tient refused surgery. 

Of 370 patients followed, only 3.5 per cent were 
alive at the end of five years. 

The delay in the recognition of cancer of the stom- 
ach may be attributed to the insidious onset of the 
condition, the patient’s ignorance of the potential 
danger of the vague early gastric symptoms; and 
the physician’s neglect of the early symptoms. In 
41 cases of gastric cancer occurring in physicians, 
Alverez found that the duration of the symptoms 
was no less than in the laity. 

It is believed that competent roentgenological 
examination more nearly establishes the diagnosis 
than other clinical methods. A suggestive history, 
a gradual loss of weight, a distaste for food, and 
mild epigastric distress should lead to a laboratory 
investigation or possibly exploratory operation. 

WILirAM E. SHackLeton, M.D. 


Wakefield, E. G., and Mayo, C. W.: Intestinal Ob- 
struction Produced by Mesenteric Bands in 
Association with Failure of Intestinal Rotation. 
Arch, Surg., 1936, 33: 47- 

Like obstruction developing in later life, congeni- 
tal intestinal obstruction may be classified as intrin- 
sic and extrinsic. Congenital atresia must not be 
confused with pyloric stenosis and the resulting ob- 
struction in the newborn infant. In the latter the 
obstruction is caused by hypertrophy of the muscu- 
lar coats of the intestine and not by atresia. 

Both intrinsic and extrinsic congenital intestinal 
obstruction are rare. The authors discuss the latter 
condition, in which the obstruction is produced by 
ligaments, bands, or abnormal fixation of the duo- 
denum and colon and may originate in one of two 
ways: The bands may be remnants of embryonic 
structures which normally disappear, or they may 
be the result of peritoneal adhesions which have oc- 
curred in intra-uterine life. If intestinal bands that 
produce extrinsic intestinal obstruction are rem- 
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nants of pre-existing fetal bands, which are either of 
peritoneal or of mesenteric origin, they must have 
an anatomical situation which corresponds to the 
site of bands or folds of the peritoneum or mesentery 
known to have existed at some period of fetal 
development. On the other hand, if it is assumed 
that these bands are the result of prenatal or post- 
natal peritonitis, their anatomical situation is not 
important. 

Frazer and Robbins have made comprehensive 
embryological studies of the factors concerned in 
rotation of the intestine in man and, for the sake of 
description, have divided rotation into three stages. 

In the first stage of rotation in a 7.5-mm. embryo 
the umbilical loop has been formed and is herniated 
into the umbilical cord as the result of intra-abdom- 
inal pressure and the increasing length of the intes- 
tine. By the time the embryo is ro mm. long the 
umbilical loop has turned about 90 degrees to the 
right, from a sagittal to a horizontal plane. This 
turning of the umbilical loop to the right is the result 
of its close approximation to the umbilical vein and 
the liver, and represents the first stage of rotation. 

In the second stage of rotation the intestine re- 
turns to the abdomen from the umbilical loop. The 
mechanism of this return is purely physical; the 
intestine is literally sucked back into the abdomen 
by the combined effect of a decrease in the rate of 
growth of the liver, an increase in the resistance in 
the umbilical hernia, caused by the ever-enlarging 
intestine, an increase in the pressure of the amniotic 
fluid outside the hernial sac, and a collapse of the 
lower part of the abdominal wall. 

In the third stage of rotation the small intestine 
occupies the left side of the abdomen. The ileum 
enters the colon from left to right. The descending 
portion of the duodenum is dorsal to the colon. The 
superior mesenteric artery, which formerly occupied 
the duodenocolic isthmus, passes anterior to the 
duodenum. The original branches of the artery on 
the right are now its branches on the left, and instead 
of the arteries being on the left side of the veins, as 
before, they are on the right. 

The cases in which there was failure of rotation 
of the intestine have been divided into three groups: 
(1) those in which there were signs and symptoms of 
intestinal obstruction without other complicating 
disease of the digestive tract, (2) those in which 
there were signs and symptoms of organic disease of 
the digestive tract, with or without intestinal ob- 
struction, and (3) those in which definite disease of 
the digestive tract did or did not exist and the failure 
of intestinal rotation was discovered accidentally on 
roentgenographic study or in the course of abdomi- 
nal exploration for other reasons. 

A study of fifteen cases of failure of the second 
stage of intestinal rotation demonstrates that con- 
genital mesenteric bands which are capable of pro- 
ducing intestinal obstruction are commonly asso- 
ciated anomalies. The frequency of this association 
is not known. Obstruction of the intestine by con- 
genital bands is produced by maintenance of their 
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known embryonic function of traction and fixation 
of the segments of the intestine in the region of the 
primitive mesentery which forms the duodenocolic 
isthmus. A consideration of the general aspects of 
congenital intestinal obstruction and the anatomical 
situation of congenital mesenteric bands is pre- 
sented. Definite visualization of intestinal rotation 
is obtained by comparative anatoniical studies. 


Hibbard, J. S.: Gaseous Distention Associated 
with Mechanical Obstruction of the Intestine. 
Arch. Surg., 1936, 33: 146. 

Hibbard reports the findings of complete qualita- 
tive and quantitative analyses of gases occurring in 
association with experimental obstruction of the 
small bowel. The average percentage composition 
of the different gases was as follows: 

Nitrogen, 70 per cent. This percentage was in 
agreement with the high percentages occurring in 
the gases associated with other conditions which 
have been reported in the literature. 

Carbon dioxide, from 6 to 9 per cent. This con- 
centration approached that found in gases in the 
blood. 

Oxygen, from 1o to 12 per cent. After a seventy- 
two-hour period there was a definite fall to a uni- 
formly low figure. 

Hydrogen, less than 1 per cent in only one case. 
After death in three cases, the concentration was 
from 1 to 3 per cent. 

Methane, less than 1 per cent in only one case. 

Gases of the volatile basic group, from 0.5 to 5 
per cent. 

Hydrogen sulphide, from 1 to 10 per cent, but in- 
creasing to from 14 to 17 per cent as the severity of 
the obstruction increased. A marked increase oc- 
curred after death. 

A quantitative determination of the gases asso- 
ciated with mechanical obstruction of the small 
bowel according to their origin was attempted by 
comparing the gaseous content of open and closed 
intestinal loops. About 72 per cent of the gas present 
was estimated to have been derived from swallowed 
air. The amount formed within the body was 28 per 
cent. Of the latter, 70 per cent originated from dif- 
fusion of gases from the blood into the lumen of the 
bowel, and the remaining 30 per cent from the de- 
composition of food material. 

The character of the diet and of the material pres- 
ent in the intestine apparently had little effect on 
the ultimate character or quantity of the gases pres- 
ent. The effect of the biliary and pancreatic secre- 
tions could not be accurately determined, but the 
observations suggested that they had little to do with 
the type or quantity of gases formed. The marked 
increase of hydrogen sulphide after death was ex- 
plained by the sudden drop in the hydrogen-ion con- 
centration of the fluid contents of the bowel to the 
acid side. Neither hydrogen sulphide nor ammonia 
caused symptoms of toxicity when injected into a 
loop of bowel, provided the percentage of gas in- 
jected was no greater than that occurring in cases of 
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simple obstruction. Neither were symptoms of 
toxicity produced by the injection of a solution 
saturated with hydrogen sulphide into closed loops 
of the small intestine. 

The character of the gas occurring in clinical cases 
of obstruction of the small bowel did not differ ap- 
preciably from that of the gas formed in association 
with experimental obstruction. In both the clinical 
and the experimental cases of obstruction of the 
small bowel, gases of the combustible group were 
absent. Analyses of gas obtained in cases of para- 
lytic ileus following peritonitis showed positive reac- 
tions for hydrogen and methane, which indicated an 
intermixture of gases from the small and large 
bowel. Otherwise the composition of the gas resem- 
bled that of the gas formed in cases of mechanical 
obstruction. Samples of gas obtained by suction ap- 
plied to an inlying duodenal tube in clinical cases of 
obstruction of the large bowel were free from com- 
bustible gases. The gas taken directly from the in- 
testine in comparable cases invariably showed small 
amounts of hydrogen and methane. These results 
demonstrate competency of the ileocecal sphincter. 

Josepu K. Narat, M.D. 


Bottin, J.: Infection as the Cause of Death Follow- 
ing Experimental Intestinal Obstruction (L’in- 
fection comme cause de la mort 4 la suite d’une 
occlusion intestinale experimentale). Rev. belge d. sc. 
méd., 1936, 8: 46. 

According to one of the oldest theories, the cause 
of death following experimental intestinal obstruc- 
tion is infection. Recently this theory has again 
been brought into prominence by Lauwers who is of 
the opinion that death in this condition is due to 
peritonitis resulting from changes in the intestinal 
wall brought about by gaseous distention of bacte- 
rial origin. Some investigators have noted the oc- 
currence of hematogenous metastatic foci of infec 
tion, such as bronchopneumonia and acute ulcerative 
endocarditis, following intestinal obstruction. In the 
large series of animals studied by the author. 
bronchopneumonia was extremely rare except in 
very young or very old dogs, in which the condition 
is more common than in dogs of medium age even in 
the absence of intestinal obstruction. 

Infection during the course of intestinal obstruc- 
tion may occur as a localized or generalized perito 
nitis or by liberation of intestinal bacteria into the 
blood stream with or without the formation of 
metastatic intravisceral lesions. As a rule necropsy 
on an animal sacrificed when it is in a serious con- 
dition from high intestinal obstruction will reveal in 
the peritoneal cavity from 20 to 50 c.cm. of hemor- 
rhagic fluid without the slightest odor and without 
the appearance of ordinary pus. If this fluid is with- 
drawn under strictly aseptic conditions it can easily 
be demonstrated to contain colon bacilli, perfringens 
bacilli, enterococci, staphylococci, and streptococci. 

In the experiments reported by the author, the 
cultures were divided into two groups, aerobic and 
anaerobic. In the former the various organisms were 
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isolated successively and studied microscopically by 
the hanging-drop method, by culture on selected 
media, and by incubation. For the anaerobes the 
method of Neisser was used. 

It was noted that as a rule the hemorrhagic fluid 
found in the peritoneal cavity of dogs with obstruc- 
tion of the small intestine contained a small number 
of various organisms. The migration of bacteria 
seemed very slight, and in no instance had it given 
rise to definite peritonitis. 

It therefore appears that in a certain number of 
instances intestinal bacteria pass through the wall of 
the intestine into the peritoneal cavity. Nearly 
always, the obstructed end of the intestine is en- 
closed in a band of omentum, but in only a very few 
cases is a drop of pus found when this is raised. 
Therefore it is exceptional for evidences of localized 
peritonitis to be discovered at the site of the ob- 
struction if the operation is performed with proper 
precautions for asepsis and special care is taken to 
insure perfect approximation of the seroserous sur- 
faces at the level of the obstruction. In the author’s 
experiments on dogs the incidence of local peritonitis 
was only 2 per cent and its cause was always found 
to be insufficiency of the sutures. 

The author’s experiments showed that bacteriemia 
is relatively frequent following obstruction of the 
duodenum. However, it was always of slight degree, 
and the only bacteria isolated were the colon 
bacillus, the bacillus perfringens, or enterococci. 

When the ileum was obstructed, a migration of 
intestinal bacteria into the blood occurred in a cer- 
tain number of the experimental animals. The 
bacteriemia appeared to be more marked after ileal 
obstruction than after duodenal obstruction. The 
portal blood seemed to contain more bacteria than 
the cardiac and jugular blood. It appears to the 
author that some of the bacteria gaining entrance to 
the portal system are arrested at the liver. The 
organisms demonstrated were colon bacilli, strep- 
tococci, enterococci, and the bacillus perfringens. 

Similar examinations were made in the cases of 
dogs after the continuity of the intestines had been 
restored under local anesthesia in order to reduce 
the possibility of intestinal paralysis from general 
anesthesia. Under such conditions and when there 
was no suppurating focus the bacteriemia was found 
to be diminished on the following day and to have 
disappeared altogether at the end of forty-eight 
hours. 

From these experiments the author concludes 
that, in dogs, bacteria quite frequently pass into the 
blood stream following intestinal obstruction. In 
cases of high obstruction the number of bacteria 
gaining access to the blood is not large and the 
animals usually die without symptoms of severe 
blood infection. When the obstruction is lower down, 
the bacteriemia is more marked. Infected wounds or 
foci may cause bacterial dissemination in the blood 
stream which tends to confuse the findings. 

The bacteriemia following intestinal obstruction is 
of only secondary importance in explaining deaths 


INTERNATIONAL ABSTRACT OF SURGERY 





The 
bacteria caught in the capillary network of the liver 
are few, and in no instance has an intrahepatic 
abscess been found. Bronchopneumonia is a much 
more common sequel of intestinal obstruction in man 


due to experimental intestinal obstruction. 


than in the dog. In man, blood cultures during 
obstruction are almost constantly negative. The 
bronchopneumonia is most probably due to factors 
extrinsic to the obstruction. The author was never 
able to demonstrate the endocarditic lesions which 
Gurewitsch observed in 60 per cent of dogs with 
intestinal obstruction. 

None of the author’s findings points to infection 
as an important factor in the causation of the serious 
sequel of intestinal obstruction. The localized or 
generalized peritonitis as well as infection of the 
blood or lymph streams are discrete and inconstant, 
and if they play any part it is subsidiary. 

EDITH SCHANCHE Moore. 


Nixon, S., and Nixon, B.: Acute Appendicitis in 
Children. Am. J. Dis. Child., 1936, 51: 1296. 


The authors advance a theory to explain the syn- 
drome of acute appendicitis in children on the basis 
of two distinct groups of symptoms: those arising 
through the visceral nerve fibers, and those traveling 
by way of the somatic fibers. 

They believe that early, and probably because of 
an attempt on the part of the appendix to empty it- 
self of its irritating contents, tension is produced on 
the nerve endings within the wall of the viscus. This 
results in restlessness, sleeplessness, anorexia or an 
abnormal appetite, and abnormal intestinal habit. 
Soon the threshold of visceral pain is overcome, and 
colicky pain in the upper abdomen is evidenced by 
paroxysms of crying. At this stage the child does 
not appear acutely ill and the abdomen is usually 
silent. 

If the attack goes on and is not relieved by evacua- 
tion of the contents of the appendix into the cecum 
but results in complete interstitial inflammation or 
perforation, the visceral symptoms and vomiting, if 
vomiting has occurred, will cease and the child will 
change markedly in demeanor, lying quietly in bed, 
frequently with the knees drawn up because of sharp 
stabbing pain in the right iliac fossa. With the onset 
of these somatic symptoms, tenderness and muscular 
rigidity first appear. A rise in the temperature and 
costal breathing are likely to occur, and the vomiting 
may recur. 

The authors call attention to the fact that somatic 
symptoms with marked rigidity and tenderness may 
be absent if the appendix is located so that the 
parietal peritoneum is not involved. 

They believe that acceptance of the theory of in- 
dependent involvement of the sympathetic and 
cerebrospinal nervous systems will greatly assist in 
the interpretation of the symptoms of appendicitis 
in children because the course is frequently rapid 
and somatic symptoms are frequently absent or 
difficult to elicit until perforation and peritoneal in- 
volvement have occurred. L. W. Curistran, M.D. 
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Soli, D.: Pseudomyxoma of the Peritoneum of 
Appendicular Origin (Il pseudomixoma del peri- 
toneo ex-appendice). Clin. chir., 1936, 12: 307. 

In reviewing the literature, Soli found that the 
term ‘‘pseudomyxoma of the peritoneum”’ was first 
used in 1884 by Werth to indicate the condition 
which results from the rupture into the peritoneal 
cavity of a mucoid or colloid cyst of the ovary or of 
metastatic implants of ovarian cysts undergoing epi- 
theliomatous degeneration. However, it seems that 
this condition had been discovered in 1871 by Péan, 
who called it ‘‘gelatinous disease of the peritoneum” 
and believed it to originate from the peritoneal 
serosa. Since that time numerous cases have been 
observed. 

Soli reports a case of pseudomyxoma of the peri- 
toneum of appendicular origin occurring in a man 
forty-two years old who for three years had suffered 
from gastric disturbances. While the patient was 
riding in an automobile he was severely jarred and 
developed a severe pain in the cecal fossa. A physi- 
cian advised hospitalization. 

Under morphine-ether anesthesia the peritoneal 
cavity was opened and the cecal fossa found to be 
filled with a gelatinous mass completely enveloping 
the cecum, the appendix, and the free margin of the 
omentum, The appendix was removed and the peri- 
toneal cavity emptied as completely as possible. 
Uneventful recovery resulted. 

On gross examination, the removed appendix was 
found hydropic, rigid, and markedly dilated. In one 
area, the wall of which consisted of only the internal 
tunic, rupture had occurred. 

Histological examination of the appendix revealed 
essentially mucous degeneration of the wall along 
its entire length. The anatomical diagnosis was 
retroperitoneal pseudomyxoma of appendicular 
origin. 

The condition seems to occur most frequently 
after the thirtieth year of age. It has been estab- 
lished that a pseudomyxoma may develop from the 
rupture of a sterile, appendicular hydropic mass. 
The rupture is usually caused by trauma and is 
rarely the result of an infectious ulcerative-necrotic 
process. 

The gelatinous masses may be whitish, amber 
yellow, or gray. They are usually acellular, but in 
some cases may contain lymphocytes, erythrocytes, 
and stellate cells of the connective tissue type. As a 
rule they are sterile, but some investigators have 
reported the presence of bacterium coli. 

As no specific symptoms are associated with the 
condition, a clinical diagnosis is practically impossi- 
ble. In the differential diagnosis, appendicular ab- 
scess, true neoplasms, and ovarian pseudomyxoma 
must be ruled out. The roentgen findings are mis- 
leading. 

In the majority of cases the patient recovers fol- 
lowing appendectomy and removal of the gelatinous 
masses. Some investigators have recommended 
postoperative radium or roentgen irradiation. 

RicHArD E. Somma, M.D. 
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Lindner, H. H., and Wood, W. Q.: Melanoma of the 
Rectum. Brit. J. Surg., 1936, 24: 65. 

Melanoma of the rectum is an uncommon disease. 
It is of interest particularly from the point of view of 
its pathogenesis and its relationship to the other 
forms of melanomas. In the alimentary canal apart 
from the rectum melanomas are exceedingly rare. 

The authors report a case of rectal melanoma in a 
woman fifty-three years of age who gave a history 
of rectal pain and the passage of blood on defecation 
for the past four months. Constipation was not a 
prominent feature, and the general health had re- 
mained satisfactory. Digital examination of the 
rectum revealed a painful swelling situated at the 
level of the anorectal junction. ‘This swelling was 
mainly on the posterior wall. There was no enlarge- 
ment of the inguinal glands. The condition was be- 
lieved to be an adenocarcinoma of the rectum. 

Inguinal colostomy was performed. The liver was 
free from metastases, and there was no evidence of 
metastases in the peritoneum or the glands of the 
pelvic mesocolon. As the tumor was not adherent 
to the perirectal tissues it was judged suitable for 
operative removal. On September 8, excision of the 
rectum by the perineal route was performed. The 
coccyx was excised, the peritoneal cavity opened 
freely, and the bowel divided through the lower part 
of the pelvic colon. After closure of the peritoneum 
and the proximal end of the colon, the cavity was 
packed with gauze and allowed to heal by granula- 
tion. The patient made a good recovery from the 
operation and when examined in April, 1936, showed 
no gross evidence of metastases. 

This case may be regarded as typical. Clinically, 
the symptoms resemble those of adenocarcinoma of 
the rectum. However, the blackish discharge on the 
examining finger may arouse suspicion of the nature 
of the tumor. The melanoma bulges into the lumen 
of the bowel. It does not spread in annular fashion 
to cause stenosis of the bowel lumen. It is derived 
from the stratified squamous epithelial portion of 
the anal canal. Regional lymph nodes contain- 
ing pigmented cells are not necessarily the site of 
metastases. Joun W. Nuzum, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Santy, P., and Mallet-Guy, P.: Lithiasis of the 
Intrahepatic Bile Ducts (La lithiase des voies 
biliaires intra-hepatiques). Lyon chir., 1936, 33: 257- 

Santy and Mallet-Guy discuss the clinical aspect 
of lithiasis of the intrahepatic bile ducts on the basis 
of some cases of their own and a study of twenty-five 
cases collected by their student, Sorlin, in his thesis. 

Intrahepatic biliary calculi are of importance 

chiefly because they may be responsible for the 

failure of well-planned complete operations on the 
extrahepatic bile ducts. 

Such calculi may be scattered throughout the 
bile ducts, involving all of the liver parenchyma, or 
localized in one or more branches of the intrahepatic 
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bile ducts, involving only one lobe. Of Sorlin’s 
twenty-five cases, thirteen were of the diffuse type 
and twelve of the localized type. 

In the majority of cases the calculi are discovered 
at autopsy on patients who have been operated for 
biliary duct disease or who have shown symptoms 
of such disease for a long time. Occasionally they 
have been found in patients who were operated on 
because of symptoms of gastric perforation, sub- 
phrenic abscess, or abscess of the liver. At operation 
on the gall bladder and bile ducts, an intrahepatic 
biliary calculus is rarely found in one of the first 
branches of the hepatic duct even if this duct and 
its bifurcation are explored. 

Intrahepatic biliary calculi are most often found 
at autopsy in cases in which operation on the biliary 
tract—cholecystectomy or cholecystostomy—has 
failed to relieve the symptoms. In one of the au- 
thors’ cases in which an emergency cholescystostomy 
followed by exploration of the common bile duct 
failed to relieve the obstruction and jaundice, 
autopsy disclosed diffuse biliary calculi in the intra- 
hepatic bile ducts. In another case a choledochot- 
omy was done for calculi in the common bile duct. 
Although the stones were successfully removed, 
there were postoperative symptoms of liver insuffi- 
ciency and the patient died. Autopsy revealed 
numerous calculi in the intrahepatic ducts. Such 
calculi are found at autopsy also in the cases of 
patients who recover after a primary operation on 
the gall bladder or bile ducts and subsequently 
develop icterus and pain which are not relieved by 
a second operation. In one of the authors’ cases a 
choledochotomy was done for suppurative angio- 
cholitis and the patient made a good recovery. 
Four months later she developed symptoms of 
abscess of the liver. In spite of operation and drain- 
age, the suppuration continued. Autopsy showed 
multiple calculi in the intrahepatic» ducts. There 
are reports of cases in which patients were free from 
symptoms for longer periods—up to several years— 
before recurrence of symptoms due to the intra- 
hepatic calculi. 

The authors have found that ordinary roent- 
genography rarely reveals the presence of intra- 
hepatic biliary calculi. If an opaque area is shown 
in the liver area it is difficult to determine whether 
it is a calculus or an area of calcification in the liver 
parenchyma. On the other hand, roentgenography 
after the injection of lipiodol into the bile ducts 
shows clear areas in the opaque medium if intra- 
hepatic stones are present. Such a roentgenographic 
study may be made in the course of, or soon after, 
operations on the biliary tract. 

In cases with numerous calculi scattered through- 
out the intrahepatic biliary ducts, which have 
resulted in the destruction of large areas of the liver 
parenchyma, the condition is fatal and operation is 
not indicated. In cases of localized intrahepatic 
calculi, removal by hepatotomy is possible. For this 
operation the authors advise the use of the electric 
cutting current. While the stones may be located 
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by palpation of the liver, they prefer roentgeno- 
graphic study with the injection of lipiodol at the 
time of the primary operation for gall stones or for 
stones in the common duct. A single roentgen- 
ogram is sufficient. Avice M. MEYERS. 


Baccarini, L. A Contribution to the Study of the 
Pathogenesis of Polycystic Liver (Contributo allo 
studio della patogenesi del fegato policistico). Arch. 
ital. di chir., 1936, 43: 92. 

The author reports a case of congenital polycystic 
liver in a child six months old. From careful study 
he concluded that the cysts were produced by mal- 
formation of normal constituents of the organ, and 
that the case was one of ‘‘amartoma.”’ 

The father of the child had had a questionable 
luetic infection many years previously and was 
operated upon for gastric ulcer three years prior to 
the child’s illness. The mother had always been in 
good health, but had had one miscarriage at the 
third month of pregnancy. The patient was the 
third of three children born after the miscarriage. 
He had been breast fed since birth. A few days after 
his birth the mother noticed a constant abnormal 
protrusion of his abdomen. He was first brought to 
the clinic at the age of one month. 

On examination he was found to be _ poorly 
nourished. The abdomen was very prominent as 
compared with the thorax and so tense that pal- 
pation revealed little besides the lower margin of the 
liver, which was 2 fingerbreadths below the um- 
bilicus. 

Liver puncture evacuated 5 c.cm. of a mucoid 
liquid which was found to contain albumin (trace), 
mucin, and biliary pigment. Spectroscopic examina- 
tion revealed an absorption band covering the green 
and violet. The residue consisted of only amor- 
phous débris. 

After three weeks in the hospital the child was 
discharged, but was brought back regularly for re- 
examination. Several months after his discharge 
the circumference of the abdomen increased from 
40.5 to 56 cm. and the lower margin of the liver was 
3 fingerbreadths above the pubis. 

The von Pirquet and Wassermann tests were 
negative. 

Liver puncture at the time of the patient’s second 
admission to the hospital evacuated 750 c.cm. of an 
intensely green fluid. Stool and urine examinations 
and cultures of the fluid were negative. 

An exploratory operation with marsupialization 
of one of the larger cysts was done. The child died 
soon after the intervention. 

At autopsy, the liver was found to measure 22 by 
16 by 12cm. As many of the cysts ruptured during 
the removal of the organ, its weight could not be 
determined accurately. Its surface was irregular 
and was traversed by many deep sulci except over 
the quadrate and inferior surface of the left lobe. 
The cysts were trabeculated and contained a thick 
greenish fluid. The largest cyst was the size of a 
fetal head. 
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Histological examination revealed thickened con- 
nective tissue in a more or less wave-like formation 
in the walls of the cysts, many dilated veins and 
arteries throughout the specimen, and numerous 
areas of degeneration throughout the interstitial 
tissue. The cysts were lined by columnar and 
cuboid cells. Some of the living cells were almost 
squamous in type, showing highly colored nuclei 
rich in chromatin. There was much periportal 
proliferation of connective tissue. Because of the 
increased intrahepatic tension, most of the hepatic 
tissue in which function had been preserved was 
found in the periphery of the liver. 

The author reviews the literature and discusses 
the histopathological differentiation of liver cysts 
in detail. Cartos S. ScupErt, M.D. 


Aronsohn, H. G.: The Pathogenesis of White Bile. 
Arch. Surg., 1936, 32: 1055. 

The character of the bile found at operation for 
obstruction of the common bile duct varies greatly. 
The most characteristic bile is thick and dark green, 
but occasionally so-called white bile is discovered. 

Since white bile was first described by Courvoisier 
in 1890 the literature on the subject has become ex- 
tensive and confusing. Whether or not the liver is 
functioning normally when such bile is produced is 
still unknown. At first the production of white bile 
was attributed to mechanical factors. Later the 
functional secretory theory was advanced, but many 
animal experiments yielded doubtful results. Many 
investigators now believe that infection is the impor- 
tant factor. 

The author reports experiments on dogs in which 
he caused infection of stagnant bile by injecting bac- 
teria into the obstructed biliary system. White bile 
was produced when obstruction of the common duct 
was prolonged. In two instances the white bile 
yielded the bacillus coli and in two the streptococcus 
hemolyticus and bacillus welchii. 

In clinical cases the only sample of white bile ex- 
amined contained the bacillus coli and bacillus wel- 
chii. In the cases reported in the literature in which 
the bacteriological findings in samples of white bile 
were negative, it is possible that at the time of the 
examination the bacteria were dead. In support of 
this theory the author cites long-lasting abscesses 
that become sterile. He believes it may be said with 
some assurance that if bacteria and leucocytes are 
not present at the time of examination of the white 
bile they were present at some time during its 
formation. 

Aronson reports four clinical cases in which white 
bile was found. These constituted 15 per cent of the 
total number of cases (twenty-six) in which opera- 
tion for obstruction of the common duct was per- 
formed at the University of Chicago Clinics during 
the last five years. The relatively high percentage 
may be explained by the fact that the statistics in- 
clude cases in which the presence of white bile was 
discovered only on chemical examination. In all of 
the four cases the clinical history and the findings at 





SURGERY OF THE ABDOMEN 539 


operation, and in one of them, the findings at au 
topsy indicated a long-lasting infection accompany- 
ing the obstruction of the common duct. In con- 
trast, the author reports two cases of long-lasting 
obstruction of the common duct in which no evi- 
dences of infection were noted either clinically or at 
operation. In both of these the bile was dark green. 

According to this evidence the formation of white 
bile in a closed biliary system is due to an infection 
of stagnant bile which has existed for a long time. 
From the physiological observations of Rous, Kausch, 
Bernhard, and others and the results of his experi- 
mental investigations, the author has arrived at the 
following conception of the manner in which white 
bile is formed. 

In the closed system produced by obstruction a 
long-lasting infection of sufficient virulence causes a 
decolorization of the stagnant fluid in the gall blad- 
der and bile ducts. It is the original green bile that is 
acted upon. Possibly a small amount of secretion 
from the bile ducts may be mixed with this fluid, but 
in the closed system there is not enough space for any 
great amount of such secretion to accumulate. 

The gall bladder may play an important rdle in 
determining the time necessary for the decoloriza- 
tion. A gall bladder that is functionally intact and 
in complete connection with the duct system exerts a 
concentrating effect and therefore lengthens the time 
necessary for the decolorization. When the gall 
bladder is separated from the duct system either 
anatomically or functionally, the decolorization takes 
place more quickly. 

When the obstruction is relieved the white bile is 
swept out of the bile ducts and for a few days there 
is an increased quantity of colorless fluid which is the 
secretion of the mucous membrane of the ducts. As 
the latter has no relationship to hepatic bile, the 
application to it of the name “white bile” is incor- 
rect. It may be produced by stimulation of the mu- 
cous membrane of the ducts resulting from the relief 
of the obstruction. J. Epwin Kirkpatrick, M.D. 


Mallet-Guy, P.: Left Hemi-Pancreatectomy in 
Three Cases of Chronic Pancreatitis Localized 
in the Body of the Gland (Hémi-pancréatectomy 
gauche dans trois cas de pancréatite chronique 
localisée au corps de la gland). Med. l’ Acad. de chir., 
Par., 1936, 62: 559. 

Case 1. A man fifty-six years old had suffered for 
five vears from crises of epigastric pain. On two 
occasions the pain was of such severity that the 
abdomen was opened, perforation of a peptic ulcer 
being suspected. At the second operation its cause 
was found to be pancreatitis. As there was an in- 
flammatory nodule with considerable periglandular 
edema, the condition was evidently post-necrotic. 
After the second operation the symptoms continued. 
Therefore, at a third operation, an 8-cm. portion of 
the tail of the pancreas was resected. The patient 
then made an uneventful recovery. At operation 
for a ventral hernia seventeen months later the 
remaining pancreatic tissue was found normal. 


540 


Case 2. A woman thirty-nine years old had 
suffered for eighteen years from an ulcer syndrome 
and had been treated for ulcer. The course of the 
condition was characterized by the usual periods of 
exacerbation and remission. Five years before the 
patient was seen by the author, a roentgen examina- 
tion for gastric ulcer had been negative and she had 
been subjected to a gynecological operation without 
benefit. When she consulted Mallet-Guy, she was 
suffering from extremely acute pain in the epigas- 
trium and left hypochondrium and vomiting. The 
epigastrium was rigid to palpation. Roentgen 
examination revealed a deformity of the lesser 
curvature of the stomach resembling a diverticulum, 
and a concretion in the gall bladder. At operation, 
patches of fat necrosis on the gastrocolic ligament 
and induration and fat necrosis of the body and tail 
of the pancreas were found. The head and neck of 
the pancreas appeared normal. The operation con- 
sisted of partial resection of the pancreas and chole- 
cystostomy with the removal of several large stones. 
The patient made an uneventful recovery and four 
months later was free from symptoms. 

Case 3. The patient was a woman fifty-three 
years old who entered the hospital with suspected 
intestinal obstruction. The history of her complaint 
went back thirty-nine years. During that period 
of time she had suffered from dull pain in the left 
lumbar region. Recently she had had a series of 
attacks of violent pain with vomiting. Roentgen- 
ograms showed a large defect in the lesser curvature 
of the stomach due to an extrinsic mass. A diagnosis 
of chronic pancreatitis was made. At laparotomy, 
the body and tail of the pancreas were found lob- 
ulated, hyperemic, and fixed. Immediately to the 
left of the midline there was a cavity filled with 
necrotic material. Partial pancreatectomy and 
cholecystostomy resulted in uneventful recovery. 

The pathological changes in the three cases were 
essentially the same, consisting of extensive degen- 
eration of the acini and a replacement fibrosis. 
The fibrotic tissue showed numerous dilated ducts. 
In Case 3, hemorrhages in various stages of resorp- 
tion were found. 

In the discussion of these cases, Broca stated 
that, besides the well-known acute hemorrhagic 
pancreatitis, there are milder forms characterized 
by minor attacks of necrosis which may progress 
unrecognized for years and escape recognition even 
at operation. Therefore the pancreas should always 
be exposed when the lesions found at operation fail 
to explain symptoms in the upper part of the 
abdomen. The absence of stones in the common 
duct and of icterus in Mallet-Guy’s cases is note- 
worthy. 

In the treatment of uncomplicated chronic pan- 
creatitis, three procedures have been employed— 
pancreatolysis (mobilization), pancreatostomy, and 
resection. The first two have resulted in numerous 
clinical cures. Resection is feasible only when the 


lesions are limited to the body and tail of the 
pancreas. 


ALBERT F. DEGROaT. M.D. 
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Jirasek, A. J., Postranecky, O., and Henner, K.: 
An Operation for Hyperinsulinism with Hypo- 
glycemia Caused by an Adenoma of the Islets 
of Langerhans. Cure (Opération de l’hyperinsul- 
inisme avec hypoglycémie causée par un adénome 
des ilots de Langerhans; guérison). Mém. l’Acad. 
de chir., Par., 1936, 62: 584. 


Hyperinsulinism due to adenoma of the islets of 
Langerhans was first called to the attention of 
European physicians by Judd, Rynearson, and 
others in the United States. This article is the 
report of one of the first cases to be observed in 
Europe. 

The patient was an engineer twenty-six years old 
who had suffered from attacks of nervous symptoms 
over a period of five years. The first attack occurred 
after he had eaten his dinner with unusual avidity. 
On leaving the restaurant, he staggered as though 
drunk. In addition to attacks of this kind, which 
occurred usually in the morning, he had periods of 
somnolence lasting as long as thirty-six hours. 

When he was examined in the third year of his ill- 
ness there were no findings of note except obesity 
and myopia. He was treated as for migraine with 
luminal and ‘‘anaclasine.’”’ The attacks continued 
to occur at intervals of several months and he con- 
tinued to gain weight. On repeated examination, 
certain psychic symptoms became apparent. The 
patient was garrulous. He talked rapidly in a high 
voice, affected numerous mannerisms, and executed 
peculiar movements. He entered the hospital after 
a period of amnesia during which there were halluci- 
nations and numerous bizarre actions. At this time 
the tendon reflexes of the left leg were found exag- 
gerated and the Babinski reaction was positive. The 
cerebrospinal fluid showed a trace of globulin and a 
low sugar content but no other changes. The blood 
sugar varied from 27 to 56 mgm. When glucose was 
administered by mouth, the form of the blood-sugar 
curve was normal, but it proceeded from a low base. 
The curve revealed a certain resistance to insulin, 
the fall being 8 mgm. instead of the normal of 30 
mgm. Subcutaneous injections of adrenalin pro- 
duced normal curves with a peak of 75 mgm. The 
flattening of the curve described by others did not 
occur. The basal metabolic rate was —8. 

As it was evident that the patient was suffering 
from hyperinsulinism, hypophyseal and thyroid ex- 
tracts were prescribed. However, these were with- 
out effect. The symptoms could be controlled by 
increasing the frequency of meals, but under this 
treatment the patient made excessive gains in 
weight. Operation was therefore decided upon. 

The pancreas was approached by a transverse in- 
cision with an angle in the direction of the umbilicus 
and an incision through the gastrocolic ligament. 
An intraglandular tumor the size of a hazelnut was 
found in the tail of the pancreas. It proved to be an 
adenoma containing extensive amyloid deposits. 

The postoperative course was complicated by 
suppuration and fat necrosis in the wound, but com- 
plete recovery with entire relief of the symptoms of 

















hypoglycemia and a reduction in weight of 30 lb. 
ultimately resulted. 

The difficulties of operative treatment are empha- 
sized. It must first be established that the hypo- 
glycemia is the result of hyperinsulinism. This is 
not always easy. Moreover, after it has been deter- 
mined, there still remains much uncertainty as to the 
lesions that will be found. When the lesion proves 
to be a pancreatitis or when an adenoma cannot 
be discovered, the advisability of partial pancrea- 
tectomy must be considered. 

ALBERT F. DE Groat, M.D. 


Mallet-Guy, P.: Left Pancreatectomy. Indications 
and Technique (La pancréatectomie gauche. In- 
dications et technique). J. de chir., 1936, 47: 771. 


The operation described is an amputation of the 
left side of the pancreas. The amount of gland re- 
moved may be more or less, depending on the 
indications in the given case. The tail alone or the 
tail and half of the body may be removed, or a sub- 
total pancreatectomy, possibly with removal of a 
part of the head of the pancreas, may be performed. 

The author describes the anatomy of the vessels 
with the aid of illustrations. He emphasizes that 
care must be exercised in the dissection of the splenic 
vessels and hemostasis must be perfect. 

The described operation is indicated for tumors in 
the tail or body of the gland, cases of hyperinsulinism 
in which reduction of the endocrine secretion of the 
gland is desired, and cases of chronic pancreatitis 
with acute exacerbations. Three cases of chronic 
pancreatitis in which it was performed are reported 
with photographs and photomicrographs of the re- 
moved tissue. 

The operation is performed preferably under 
general anesthesia. The patient is placed in dorso- 
lumbar lordosis. The surgeon stands at the right in 
order to be in the best position for the most difficult 
part of the operation, the dissection of the splenic 
vein and hemostasis of the upper border of the 
organ. 

If the entire gland is to be explored, a transverse 
supra-umbilical incision with section of the two 
rectus muscles is best. The whole gland should be 
examined carefully for tumor even if the operation is 
being performed for some other indication. 

The best approach to the left half of the gland is 
through a median epigastric or left paramedian 
right-angled incision. Access to the posterior cavity 
is gained best by free section of the gastrocolic 
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ligament. The pancreas is then freely exposed and 
the lordosis increased. 

In cases of pancreatitis there may be adhesions to 
the spleen, and the condition of the bile ducts should 
be determined. 

Beginning at the line where the resection is to be 
done, the anterior surface and lower border of the 
gland are dissected free from right to left, with very 
careful hemostasis of the small vessels. The posterior 
surface of the gland is then dissected free from left to 
right, if necessary millimeter by millimeter, special 
care being taken as the splenic vein is approached. 
This vein is always adherent and must be carefully 
freed throughout its length from the posterior surface 
of the pancreas. 

The dissection is facilitated by traction on the tail 
of the pancreas. When the gland has been freed to 
the point where it is to be sectioned, a V-shaped 
section is made and the wedge-shaped cut surface is 
sutured with a few interrupted sutures or a con- 
tinuous suture of fine catgut. The peritoneal flaps 
preserved in the dissection are then turned back and 
fixed over the sutures and the large denuded surface 
is covered with peritoneum. 

The use of a large tampon or drain is inadvisable 
as there may be a copious discharge of pancreatic 
juice which would collect in the cavity. The best 
procedure is to dry the bed of the resected pancreas, 
fill it with the greater omentum brought up above 
the transverse colon, and reconstruct the gastrocolic 
ligament in front of it. If there is some oozing from 
the spleen as the result of the freeing of adhesions, a 
small drain may be left. 

The stump of the pancreas is fixed to the great 
omentum on the left and to the preserved part of the 
gastrocolic ligament on the right, and is isolated 
from the greater peritoneal cavity by a few colo 
parietal sutures. The round ligament may also be 
used in isolating the stump. The wall may then be 
completely closed except around the small drain 
mentioned. 

The steps of the operation are shown in illustra- 
tions. In the author’s cases the results have always 
been good and there has been no severe shock. After 
the operation a marked increase in the blood sugar 
occurs. This should be watched and, if necessary, 
insulin should be given. If the flow of pancreatic 
juice is too free, it may be controlled with atropin. 

The author does not know of any case in which a 
permanent pancreatic fistula followed a left pan- 
createctomy. AupREY Goss Morcan, M.D 
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Finlaison, F. H.: Tuberculosis of the Cervix Uteri, 
with a Description of an Original Case. J. 
Obst. & Gynec. Brit. Emp., 1936, 43: 473. 


Tuberculosis of the cervix of the uterus was 
probably described first by Raynaud in 1831. That 
it is not a common condition is evident from the 
fact that in 1919 Moore was able to find records of 
only 170 cases in the literature. On the other hand, 
tuberculosis of the genitalia is not uncommon. 
Heynemann, after reviewing a large series of statis- 
tics, estimated that it is found in from 1.5 to 3 per 
cent of autopsies on women. In cases of death from 
tuberculosis the incidence of genital involvement 
exceeds 5 per cent. The cervix is involved in about 
3.5 per cent of cases of genital tuberculosis. 

Primary tuberculosis of the cervix uteri. This 
term is applied to cases in which an earlier focus of 
infection cannot be demonstrated during life or at 
autopsy. In 1929 Douglass and Ridlon concluded 
that no more than 20 authentic cases of primary 
tuberculosis of the cervix had been recorded. 
Presumably, such infection occurs by direct implan- 
tation of exogenous bacilli. However, no investigator 
has succeeded in producing cervical tuberculosis by 
the implantation of tubercle bacilli. In 1879 
Cohnheim suggested coitus as the cause of primary 
genital tuberculosis, but tubercle bacilli have not 
been demonstrated in human sperm. On the other 
hand, not a single case of true primary tuberculosis 
of the cervix has ever been reported. 

Tuberculosis of the cervix primary in the genitalia. 
With the exception of the vulva, the cervix is the 
part of the female genitalia least often affected by 
tuberculosis. Secondary infection of the cervix from 
an extragenital focus is considerably more common 
than true primary tuberculosis. Most often the 
primary focus is in the chest. Because of the distance 
between the lesions and the infrequency of inter- 
mediate foci, it is probable that cervical infection 
occurs by way of the blood stream. Other possible 
means of infection are surface implantation of 
autogenous bacilli and direct spread from neighbor- 
ing organs. As it has been shown experimentally 
that colored particles placed in the peritoneal cavity 
may be transported to the vagina by ciliary action, 
cervical tuberculosis may be secondary to a tuber- 
culous peritonitis. 

Tuberculosis of the cervix secondary to disease 
elsewhere in the genitalia. This is by far the most 
common type of cervical tuberculosis. Genital 
tuberculosis is almost always secondary to phthisis. 
Next to the lungs, the most frequent extragenital 
primary sites of tuberculosis are the peritoneum, 
intestines, and urinary tract. The usual route of 


genital infection appears to be the blood stream. 
In the genitalia the spread occurs by surface con- 
tinuity. It is very unusual to find a case of tuber- 
culosis of the fallopian tubes and cervix in which 
the endometrium is normal. 

Tuberculosis of the uterine cervix does not differ 
greatly from tuberculosis elsewhere. It occurs in 
the following forms: (1) papillary or vegetative 
(2) ulcerative, (3) interstitial, (4) miliary, (5) 
endocervical, and (6) polypoid. 

The condition is most often confused with car- 
cinoma, but must be differentiated also from 
venereal lesions, traumatic ulcers, adenoma, simple 
hypertrophy, erosions, and polyps. A _ positive 
diagnosis can be made only by biopsy. 

The usual complaint is a persistent offensive 
leucorrhea. Bleeding occurs after trauma such as 
may be caused by coitus, examination, or douches, 
but is seldom severe. Bleeding in the absence of 
trauma suggests that the disease is not limited to 
the cervix. 

The history of an extragenital tuberculous lesion 
can often be elicited. 

The cervix is usually found to be bulky and some- 
what friable, and bleeds slightly on palpation. 

The indications for treatment depend upon the 
presence or absence of an active extragenital lesion. 
An active focus contra-indicates radical surgical 
intervention. If no active extragenital lesion is 
found, the treatment of choice is complete hysterec- 
tomy. In the cases of young women the ovaries 
should be preserved if they are normal. Conserva- 
tive treatment is usually unwise because it is im- 
possible to determine with certainty whether the 
tuberculosis has spread to the uterus and fallopian 
tubes. 

The author reports a case in which vulval tuber- 
culosis developed secondarily to an _ extensive 
cervical lesion. The fallopian tubes and endome- 
trium were free from involvement. If x-ray examina- 
tion of the chest had not disclosed old tuberculous 
disease of the lungs, the condition would have been 
considered primary in the cervix. The cervical 
condition was apparently secondary to the pul- 
monary lesion. As the genital symptoms appeared 
immediately after a confinement, the trauma of 
labor may have determined the site of the genital 
disease. GrorGE H. GARDNER, M.D. 


Gemmell, A. A.: Abdominal Myomectomy. J. 
Obst. & Gynec. Brit. Emp., 1936, 43: 715. 

This article is based on: (1) a collection of cases 
treated by Liverpool gynecologists, (2) a review of 
the more recent literature, and (3) answers toa 
questionnaire sent to gynecologists in various parts 
of the world. 
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The indications for myomectomy depend upon the 
age of the patient, the number of the tumors, and the 
possibility of subsequent pregnancy. The uterus 
must be in reasonably good condition at the end of 
the operation. Conservation of the menstrual func- 
tion is important. 

Malignancy of the genital organs is, of course, a 
contra-indication. 

The author describes the operative technique. 

The mortality is between 1.35 per cent and 5 per 
cent. In the cases treated by the Liverpool gynecol- 
ogists it was slightly greater than that of hysterec- 
tomy. 

Most of the gynecologists to whom the question- 
naire was sent reported that menstruation returned 
to normal after the operation in over 80 per cent of 
cases. 

Of the patients who are likely to conceive after 
the operation, 27 per cent become pregnant and not 
more than 2 per cent of these have abnormal labors. 

The morbidity compares favorably with that after 
hysterectomy. 

Rupture of the scar in subsequent pregnancy is 
rare. 

The average recurrence rate is about 4 per cent, 
but may be as high as 8 per cent. 

Myomectomy during pregnancy is not generally 
favored. The mortality is somewhat higher than 
that of myomectomy in the non-pregnant state. The 
risk is lowest in the fourth and fifth months of 
pregnancy. 

Myomectomy is seldom performed during labor. 
As it is done only for obstructed labor, it is always 
combined with cesarean section to decrease the risk. 

Since fibroids which cause symptoms in the 
puerperium are usually those which are being ex- 
truded into the uterine cavity, they can usually be 
removed vaginally. T. FLoyp Bett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Hendry, J.: The Results of Conservative Treatment 
of the Ovaries. J. Obst. & Gynaec. Brit. Emp., 1936, 
43: 609. 

A brief review of ovarian surgery is presented: 
At the present time it is considered advisable to save 
some functioning ovarian tissue in the course of a 
pelvic operation or to implant ovarian tissue in other 
situations. 

Ovarian grafting is most successful when the 
uterus has been conserved. It should not be done in 
inflammatory conditions or when malignancy is 
suspected. There are several records of cases in 
which ovarian grafts required removal because of 
cyst formation. 

Continued fertility after unilateral oéphorectomy 
is common even when the second ovary has been the 
site of surgical interference. A very small residue of 
ovarian tissue may be sufficient. Ovarian grafting 
to produce fertility has been disappointing. 

The amount of ovarian tissue necessary to pre- 
serve menstruation is very small. The present tend- 
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ency in ovarian surgery is to be conservative so 
that menstruation will continue and the subjective 
phenomena of the menopause will be avoided. How- 
ever, the author is of the opinion that the conserva- 
tion of ovarian tissue in situ is of little value when 
the uterus is removed. He states that the ovarian 
tissue left may cause difficulty later. Menopausal 
symptoms may be relieved by the administration of 
standardized ovarian hormones. 
T. FLoyp Bett, M.D. 


EXTERNAL GENITALIA 


Adair, F. L., and Hesseltine, H. C.: The Histo- 
pathology and Treatment of Vaginitis. I. His- 
topathology. II. Biochemical Approach in 
Treatment. Am. J. Obst. & Gynec., 1936, 32: 1. 

Vaginal trichomoniasis and senile vaginitis have 
been cured with lactose (95 per cent) and citric acid 
(5 per cent). Focal infections were treated simul- 
taneously by appropriate means. Although recur- 
rences have developed there have been no failures 
as yet. -Vaginal trichomoniasis and senile vaginitis 
usually respond to treatment slowly. In the 
authors’ cases the maximum period of treatment and 
observation was ten months (one case) and the 
minimum two months. In the “cured” group the 
average number of clinic visits of pregnant women 
with trichomoniasis was six and two-tenths; that of 
non-pregnant women with trichomoniasis, nine and 
two-tenths; and that of women with senile vaginitis, 
eight and three-tenths. The corresponding average 
time intervals of treatment and observation were 
two and seven-tenths, four and four-tenths, and four 
and five-tenths months. Perhaps these averages are 
higher than are necessary, especially since several of 
the cases were severe and extremely chronic cases 
which had not responded to other procedures. 

Some recurrences and probably some exacerba- 
tions of vaginal trichomoniasis are due to re-infection 
and re-infestation from sexual partners. 

The purpose of the described treatment is the 
direct supply of nutritive substances which are 
necessary for a normal vaginal flora. 

The histopathological pictures presented by 
biopsy specimens from the vaginal wall in cases of 
trichomoniasis, mycoses, and senile vaginitis are not 
distinguishable. Biopsies from the vagina have re- 
vealed that even when the clinical appearance and 
smears are normal, inflammation may continue in 
the epithelial and subepithelial layer for varying 
periods. In cases treated by the method described, 
microscopic examination shows an increased number 
of glycogenic granules in the epithelial cells, the 
deposition of which may be a factor in the beneficial 
effects of the treatment. As yet, no conclusions can 
be drawn as to the modus operandi of this treatment. 
The effect may be due to the creation of conditions 
which favor the development of a normal vaginal 
flora, to factors which permit or stimulate normal 
epithelial growth, or to a combination of both. 

Epwarp L. Cornett, M.D. 
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Blair-Bell, W., and Datnow, M. M.: Primary Ma- 
lignant Diseases of the Vulva, with Special 
Reference to Treatment by Operation. J. 
Obst. & Gynec. Brit. Emp., 


1930, 43: 755- 

After briefly discussing malignant disease of the 
vulva and reviewing some of the literature on the 
condition, the authors report twenty-two cases of 
their own which were treated by operation. 

They state that malignant lesions of the vulva 
constitute from 2 to 4 per cent of malignant lesions 
of the genitalia. Ninety per cent are squamous-cell 
carcinomas. Malignancy of the vulva usually oc- 
curs after the menopause. It is not related to child 
bearing. Its most common sites are the clitoris and 
labia. Leukoplakia is generally believed to be a pre- 
disposing condition. The lesion may be papillary or 
ulcerative. The symptoms and signs are pruritis, 
swelling, the development of a lump, and a bloody, 
foul discharge. The inguinal and femoral lymph 
glands are involved after a short time. Distant me- 
tastases are rare. 

The results of treatment by irradiation have been 
very poor, while those of radical surgery have been 
quite good. Of the authors’ twenty-two patients, 
ten remained well for from five to twenty years. 

The operation should include resection of the 
superficial inguinal and femoral nodes and removal 
of the mons veneris, the skin, and the underlying 
tissue of the entire vulva en bloc. The technique of 
Basset is recommended. 

The authors believe that injections of lead after 
the operation are beneficial. They agree with others 
that it is wise to perform vulvectomy in all cases of 
long-standing leukoplakia. They are of the opinion 
that if all cases of leukoplakia were treated effec- 
tively the incidence of vulval carcinoma would be 
reduced one-half. DanreL G. Morton, M.D. 


MISCELLANEOUS. 


Favreau, M.: Physiotherapeutic and Thermal 
Treatments of Female Sterility (Les traitements 
physiothérapiques et thermaux de la stérilite fémi- 
nine). Rev. franc. et d obst., 1936, 31: 512. 


de gynec. 


The first part of this article deals with the thermal 
treatment of sterility. The author states that, with- 
out doubt, there are many indications for the min- 
eral water treatment of sterility, but not all mineral 
waters are effective. First among the three groups 
of springs which are particularly effective are those 
of Salies-de Béarn and Biarritz, the waters of which 
have a high sodium chloride content and are good 
for the treatment of amenorrheic, lymphatic, anemic, 
and hypothyroid women and women with a large, 
soft, bleeding uterus and cervical metritis. Second, 
are the sulphur springs of Saint-Sauveur and Cau- 
terets, the waters of which are good for women suf- 
fering from congestive conditions and nervous irri- 
tability, and for arthritics and syphilitics. These 
waters have a beneficial effect on pelvic congestion, 
cellulitis, and salpingitis and regularize the endo- 
crine functions. Third, are the radio-active hot 
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springs of Luxeuil and Plombiéres, the waters of 
which are beneficial in cases of dysmenorrhea, leu- 
korrhea, congestion of the uterus, and periuterine 
and peritubal infiltrations. The author cites also a 
number of other springs the waters of which are of 
value in the treatment of liver and kidney disease 
and high blood pressure. 

Physicians at the watering places say that the 
treatment should be continued for at least twenty- 
eight days. Favreau leaves the details of the treat- 
ment of his cases to be worked out by them. 

The second part of this article is devoted to physio- 
therapy, including radiotherapy and diathermy. 
The most common indication for radiotherapy is 
fibroma of the uterus, a condition which rarely 
causes sterility. While the rays tend to destroy 
ovarian function, the author has seen a patient 
whose menses were restored by radiotherapeutic 
treatment and who subsequently became pregnant. 

Diathermy may be used for the treatment of 
sterility either alone or in conjunction with medical, 
thermal, or surgical treatment. The two most im- 
portant indications for diathermy are metritis, par- 
ticularly cervicitis, and salpingitis, particularly the 
gonorrheal form. In cervicitis, electrocoagulation 
gives the best results. The dosage is learned by ex- 
perience. This method should not be used during 
menstruation or an acute adnexitis. Diathermy, 
properly speaking, the use of the high-frequency cur- 
rent, has a bactericidal action particularly against 
the gonococcus. The treatments should be short and 
the current of low intensity. Diathermy sometimes 
brings about recovery but this requires a long time— 
a year or more. It should be used prudently as other- 
wise it may be dangerous. 

In some cases treatment with emanations from 
radio-active bodies has given good results. 

AvupreY Goss Morcan, M.D. 


Chalier, A.: The Medical and Surgical Treatment 
of Female Sterility (Le traitement médical et 
chirurgical de la stérilité feminine). Rev. frang. de 
gynéc. et d’obst., 1936, 31: 385. 

The best treatment of sterility is prevention. 
Among the most frequent causes of the condition in 
the female are syphilis, gonorrhea, malthusianism, 
provoked abortion, genital infantilism, genital 
anomalies and infections, sclerocystic ovaries, vagi- 
nal acidity, chronic cervicitis, mucous polyps, myo- 
mas, and deviations of the uterus. 

Genital infantilism and vulvovaginitis in young 
girls should be treated. A prenuptial certificate of 
health would prevent many cases of sterility not 
only by preventing the marriage of persons with 
venereal diseases but also by revealing genital 
anomalies and infections which cause sterility. 
Physicians should advise against consanguineous 
marriages as they are frequently sterile. In the cases 
of married women, the prevention and treatment of 
venereal disease, a diet with a sufficient amount of 
Vitamin E, instruction regarding proper hygiene, the 
principles of fertilization, and the danger of induced 
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abortion, and treatment of vaginal acidity, chronic 
cervicitis, mucous polyps, myomas, deviations of the 
uterus, and infections of the adnexa are important. 

With regard to the cure of sterility once estab- 
lished, some authorities are very pessimistic. The 
author believes, however, that at least 50 per cent of 
cases are curable and that this percentage would be 
higher if women came for treatment earlier and re- 
mained under treatment longer. 

It is not sufficient to prescribe a routine treatment 
consisting of the administration of extracts of ovary 
and hypophysis, dilatation of the cervix, correction 
of the position of a retrodisplaced uterus, or treat- 
ment at a mineral spring. The cause must be deter- 
mined in each case, and local, endocrine, general, or 
surgical treatment given as indicated. Endocrine 
treatment should consist of the administration of 
folliculin, lutein, or’prehypophysis, depending on the 
type of the sterility. The general treatment may be 
a tonic treatment to improve the general health, 
treatment for syphilis, treatment for obesity, or 
dietetic treatment. 

In local treatment, gynecological massage by 
the vaginal route and slow dilatation with Hegar 
bougies are of great value. Artificial impregnation 
should be used only when definitely indicated. 
Intubation of the uterus in cases of atresia of the os 
seems to deserve more attention than it has re- 
ceived. In some cases it may be combined with dis- 
cission of the stenotic cervix, but plastic operations 
have lost favor. In chronic cervicitis without infec- 
tion, chemical cauterization or electrocoagulation 
has proved of great value, being followed by preg- 
nancy in a high percentage of cases if the tubes are 
normal. In cases of suspected but not virulent le- 
sions insufflation and the injection of lipiodol are 
invaluable methods of examination and in some 
cases have a therapeutic action by restoring the 
permeability of the tubes. 

If these methods fail, laparotomy must be per- 
formed. It is indicated particularly in cases with 


pain or dysmenorrhea, uterine retroversion, or gross 
lesions of the uterus or ovaries such as fibromas and 
cysts. In cases of uncomplicated sterility it is per- 
missible if the husband is fertile and the sterility of 
the wife persists after the usual gynecological treat- 
ments, particularly insufflation or lipiodol injection 
of the tubes. 

The operation will depend upon the conditions 
found after the abdomen has been opened. Myo- 
mectomy may be indicated. Hysteropexy is not only 
indispensable in cases of complete retroversion, but 
isa valuable supplement to the majority of conserva- 
tive operations on the adnexa. Sclerocystic ovary, a 
frequent cause of sterility, may be cured by ovarioly- 
sis, ignipuncture, or subtotal resection. Operations 
on the sympathetic have not been found of much 
value in sterility, but homografts of ovarian tissue 
have proved successful. 

Many delicate operations have been performed on 
the tubes with varying degrees of success. If possible, 
it is best to limit the intervention to salpingolysis, 
preserving either the whole tube or at least its pavil- 
lion, and the connection between the tube and ovary. 
Obliteration of the pavillion which cannot be freed 
necessitates longitudinal or transverse salpingos- 
tomy. However, in spite of eversion of the mucous 
membrane, this operation does not greatly favor 
fertilization. It is much improved by fixation of the 
ovary into the salpingostomy opening. In oblitera- 
tion limited to the isthmus, partial resection with 
end-to-end anastomosis is usually of no value al- 
though many ingenious methods for the procedure 
have been devised and in some cases have been suc- 
cessful. Implantation of the tube into the uterus is 
to be preferred. Resection of a part or all of the 
cornua of the uterus may be necessary if they are 
diseased. When the whole tube must be sacrificed 
it is best to implant the ovary into the uterus. How- 
ever, this is done to maintain menstruation and the 
general health rather than to insure pregnancy. 

Aubrey Goss Morcan, M.D. 





































PREGNANCY AND ITS COMPLICATIONS 


Irving, F. C.: A Study of 308 Cases of Placenta 
Previa. Am. J. Obst. & Gynec., 1936, 32: 36. 


A study of 308 consecutive cases of placenta previa 
at the Boston Lying-In Hospital showed a decrease 
in the maternal mortality from 11.6 per cent to 2 per 
cent and a decrease in the net fetal mortality from 
47 to 20.3 per cent. 

In clean cases in which the infant is alive, normal, 
and of an estimated weight over 4 lb., cesarean sec- 
tion offers about an 85 per cent chance of delivering 
the child alive with a risk to the mother not exceed- 
ing 5 per cent. In clean cases in which the infant is 
dead or deformed or weighs less than 4 lb., Braxton- 
Hicks version may be performed by the trained 
obstetrician at no greater risk to the mother than 
cesarean section. In clean cases of marginal pla- 
centa previa, simple rupture of the membranes de- 
serves an extended trial. It is safe for the mother, 
and apparently less injurious to the child than has 
been supposed. In infected cases, cesarean section 
followed by hysterectomy is the operation of choice 
regardless of the condition of the child. 

Epwarp L. Cornett, M.D. 


Dieckmann, W. J.: Blood Chemistry and Renal 
Function in Abruptio Placentz. Am. J. Obst. & 
Gynec., 1936, 31: 734- 


Cases of abruptio placentz may be divided into a 
toxemic, hypertensive, or vascular disease group and 
a non-toxic group. In the majority of the former the 
condition is associated with a persistent hyperten- 
sion rather than a true pre-eclampsia or eclampsia. 
The hypertension may have been initiated or 
intensified by the pregnancy. In the non-toxemic 
group of cases the detachment is associated with 
local conditions in the uterus such as subinvolution 
due to multiparity or infection, abnormal implanta- 
tion, and faulty uterine contractions. The hemo- 
globin and serum-protein concentrations are lowered 
in proportion to the hemorrhage. If the loss of these 
substances is great enough, death may occur as a 
result of anoxemia and improper interchange of 
water and electrolytes. 

As a rule the hemoglobin and serum-protein con- 
centration at the time of the patient’s admission to 
the hospital are not a true index of the volume of the 
hemorrhage or the patient’s general condition. The 
systolic blood pressure at the time of admission may 
be more than 100 mm., and yet the patient may be in 
shock. The blood fibrin may be reduced to a con- 
centration which predisposes to bleeding from 
mucous surfaces, incisions, and the uterus. In many 
cases renal function is impaired, but returns to 
normal after an interval of several months. The 
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tests demonstrate that chronic nephritis is not 
present. For the prevention or cure of the asso- 
ciated phenomena, the prompt, adequate, and con- 
tinued parenteral administration of blood and 
fluids is indicated. Epwarp L. CorNneELt, M.D. 


Masson, C. A.: First Contribution to the Study of 
the Treatment of Fetomaternal Incompati- 
bility by Boero’s Procedure (Primera contribu- 
cién al estudio del tratamiento de la incompatibilidad 
feto-materna por el procedimiento del Profesor 
Enrique A. Boero). Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1936, 15: 9. 


Boero’s procedure is for cases in which therapeutic 
abortion is indicated. It consists in the injection of 
from 1% to 2 c.cm. of a 4o per cent solution of for- 
malin into the fetal sac through the abdominal wall 
after a few cubic centimeters of amniotic fluid have 
been permitted to escape. The fetal movements 
and heart beats end during the injection. Dosages 
which are insufficient to destroy the embryo modify 
the amniotic fluid fundamentally. The dosage indi- 
cated depends upon the individual’s susceptibility, 
the stage of the pregnancy, and especially the quan- 
tity of amniotic fluid and its albumin content. The 
procedure simply accomplishes artificially what 
occurs spontaneously in maternal illnesses in which 
fetal death is followed immediately by cessation of 
the toxic symptoms although the ovum is retained. 
So far as Masson can ascertain from the literature, 
Boero’s method (published in 1935) has not been 
used outside Argentina. He believes it deserves 
general acceptance. 

Masson reports experiments to determine the 
action of formol injected into the fetal sac; four cases 
(one of hyperemesis gravidarum, three of tubercu- 
losis) in which Boero’s procedure was carried out 
with successful results and Friedman’s reaction was 
studied; and histological researches on animal and 
human embryos. 

Formol injected through a laparotomy incision 
into one horn of the pregnant uterus of rabbits and 
guinea pigs caused rapid fetal death. The ovum 
was retained for several days. The correct dosage 
(usually 1 c.cm. of a 1 per cent solution) produced a 
purely local action on the ovum. Excessive dosage 
caused hemorrhage into the uterine wall. The 
fetuses in the untreated horn developed normally 
and were born alive. Masson believes that his experi- 
ments are the first in this field, the only ones which 
are at all comparable being those of D’Amour and 
Kiven. 

The fetal lesions were uniform and characteristic: 
an intense dermatitis with desquamation; coagula- 
tion necrosis of the internal organs; rapid atrophy of 
the chorionic villi; and thickening of the amnion. 
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The most typical effect was in the vascular system 
of the skin. This consisted of an intense congestion 
with hemorrhage due to rupture of the vessels, or of 
tissue infiltration with red corpuscles and plasma, 
the vessels remaining intact. Apparently, the vio- 
lent peripheral congestion, combined with the well- 
known action of formol on the nervous system, causes 
cardiac collapse. Formalin fixation of the amniotic 
sac reduces the ovum to a closed, isolated cavity. 
Fetomaternal interchange therefore ceases more 
quickly than after natural death of the fetus. 

Friedman’s reaction became negative between 
the third and fifth days after the treatment although 
the ovum was sometimes retained much longer. 
Therefore Boero’s procedure is a quick method of 
determining fetal death. The latter had no connec- 
tion with the onset of the milk secretion, which was 
closely related to the expulsion of the fetus. 

Masson concludes that Boero’s method is superior 
to all others for the induction of therapeutic abor- 
tion. It is based on a new concept in that it is di- 
rected against the ovum and limited to it, whereas 
all other methods act primarily on the uterus. It 
involves minimal disturbance, traumatism, and risk, 
and safeguards against infection. The rapid elimina- 
tion of the toxic factor allows immediate and undi- 
vided concentration on the restoration of the mother. 
Retention of the dead ovum produces no disturb- 
ance. The abortion is always complete and often en 
bloc. As the follow-up of the author’s patients 
proved, the procedure has no sequelz and the normal 
anatomy and functions of the genital tract are pre- 
served. 

In the discussion of this report TALLAFERRO cited 
eight cases of his own which confirmed the results of 
Boero and Masson, and stated that in three cases 
in which methylene blue was injected into the fetal 
sac after the procedure the dye did not appear in 
the urine. 

ScHWARCZ reported four cases of tuberculosis in 
which the procedure was beneficial. 

The article is illustrated with colored plates and 
photographs. M. E. Morse, M.D. 


Stoeckel, W.: The Problem of Pyelitis of Preg- 
nancy (Zum Problem der Schwangerschaftspye- 
litis). Zentralbl. f. Gynaek., 1936, p. 441. 


According to present-day opinion, pyelitis gra- 
vidarum is a system disease involving, more or less, 
all parts of the urinary system. The descending 
course of the infection, from the kidney to the 
urethra, is determined and explained by the direc- 
tion of the flow of the urine. However, the theory 
that the infection travels against the urinary stream, 
and the possibilities and conditions cited in support 
of this assumption are less clear. The immediate 
proximity of the ascending colon to the right kidney 
pelvis gives rise to the possibility of a primary, 
isolated infection of the pelvis of the right kidney 
by way of the lymph stream or by contiguity. Ap- 
pendicitis beginning with pyelitis also suggests a 
lymphogenic migration of bacteria. The author be- 
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lieves that in pyelitis gravidarum the infection 
travels more frequently by the descending route 
from the intestine through the kidney to the renal 
pelvis than by the ascending route, from the bladder 
to the renal pelvis. He assumes that both types of 
infection take place by way of the lymph or blood 
stream. 

As the ascent of bacteria is opposed by numerous 
effectual barriers, even in the bladder sphincter 
alone, ascending (intracanalicular) infection is rare 
even when the force of the outflow of urine is re- 
duced as it is especially in the last months of preg- 
nancy. The flow of the urine through the ureters 
and the exactly functioning sphincter mechanism at 
the ostia of the ureters bar the way upward com- 
pletely. In the studies of the author and of From- 
molt a vesico-ureteral reflux was never found. 
Equally infrequent is the transportation of bacteria 
from the renal pelvis into the kidney itself. The 
studies of Krause and, supplementary thereto, the 
work of Schueler, Bauereisen, and Cumston, demon- 
strated that there is a close lymphovascular inter- 
relationship between the various parts of the urinary 
apparatus. The excellent results of antiseptic treat- 
ment of the vulva in cases of masturbation, deflora- 
tion, and cohabitation pyelitis indicate that lympho- 
genic or hematogenic transportation of the infective 
organism may occur from the external genitals when 
they are injured. According to present-day opinion 
regarding this problem, the ascending infection is of 
a hematolymphogenic nature. That in descending 
infection the bacteria migrate from the easily perme- 
able intestine into the blood stream is not to be 
doubted. This explains why high enemas have such 
a beneficial effect on pyelitis. It explains also the 
fact that the infection of the urine is not the decisive 
factor since even a marked bacteriuria may be pres 
ent without “inflammation” (as in one of the author’s 
cases). 

On the other hand, the passage of the pyelitis- 
producing organisms through the kidney without 
infecting the latter is still unexplained. Clinical ob- 
servations have demonstrated that pyelitis fre- 
quently develops without primary injury of the 
kidney. More exact knowledge concerning second- 
ary renal involvement, which in the course of the 
condition may occur on the normal and diseased 
side, must be obtained from further study. It is 
certain that urinary stasis plays an important rdéle 
in the virulence of the infection. This stasis is due 
chiefly to mechanical hindrances which arise espe- 
cially toward the end of pregnancy and interfere 
with the normal flow of the urine. The enlarging 
body of the uterus presses on the ureter, causes it to 
kink, and narrows its lumen, thereby leading to 
retrograde urinary stasis. The consequent dilata- 
tions of the ureter have been demonstrated clearly 
by retrograde and excretory urography, but are not 
to be considered pathological in themselves. 

The excellent studies of Fuchs concerning the 
theory of the function of the urinary passages 
(based on the work of Trendelenburg on peristalsis 
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as a “tonus problem’) demonstrate clearly the 
functional segmentation of the urinary passages 
(the bladder as well as ureters) into sections with a 
lowered tonus (detrusor) and sections with an in- 
creased tonus (sphincter). By this means the peri- 
stalsis of the ureter and, thereby, the transportation 
of its contents are assured. In the normal secretion 
of urine the undifferentiated muscular tube of the 
ureter is made up of successive detrusor and sphinc- 
ter sections running in the direction of the urinary 
flow, and first one section and then the other exerts 
its function. Each combination of detrusor and 
sphincter segment makes up a “secondary bladder” 
(cystoid). The ureteral dilatations are therefore not 
pathological. 

According to Stoeckel, the arrangement of the 
cystoids in the ureter is determined by embryo- 
logical narrowings of the ureter and pathological 
sites of fixation developing subsequently. Both 
types of narrowings differ in different ureters. An 
important réle in the development of the fixation 
sites is played by the narrow zone of tissue sur- 
rounding the ureter and containing the nerves, 
ganglia, arteries, and veins supplying it, which the 
author calls the “‘mesureter.”” Stoeckel believes 
that the sites of fixation of the ureter are the result 
chiefly of mesureteral infiltration due as a rule to 
invasion through the ureteral mucosa, dissemination 
by way of the lymph or blood stream from an ex- 
ternal focus, or the contiguity of a neighboring dis- 
eased organ. Likewise, temporary, post-infectious 
infiltrations (occurring after appendicitis or ad- 
nexitis, in cases of ureteral fistula, and in cases of 
focal infection or intestinal infectious processes) 
determine these mesureterally developing sites of 
fixation and thereby the location of the cystoids. 
However, as long as the dilatations above the sites 
of fixation produce a compensatory muscle hyper- 
trophy there is nothing pathological about the con- 
dition. These mechanical dilatations of the ureter 
are not sufficient in themselves to explain the de- 
velopment of pyelitis of pregnancy. 

In the author’s opinion, the condition becomes 
pathological, that is, injurious to ureteral function, 
during pregnancy only when, in addition to the me- 
chanical hindrance to the flow of the urine, there 
is a toxic or hormonal (corpus luteum) injury. As 
is known from the work of Mirabeau, hyperemia and 
occlusive swelling of the ureteral lumen leading to 
urinary stasis occur during menstruation. That 
pregnancy exerts an identical influence on the ureter 
is demonstrated by the association of ileus of preg- 
nancy with pyelitis. The abdominal organs sup- 
plied by the sympathetic nervous system (the in- 
testines, uterus, bladder, and ureters) are rendered 
hypotonic by the pregnancy. The author therefore 
concludes that the pyelitis of pregnancy cannot be 
regarded as a chance complication induced by the 
fortuitous entrance of a pus-producing organism 
into the urinary tract. In its typical form it is a 
complication of the pregnant state induced by the 
pregnancy itself, which is to be classified with such 


INTERNATIONAL ABSTRACT OF SURGERY 





toxic complications as hyperemesis and eclampsia 
and presents a problem of tonus. The disease varies 
in its severity. It may result in a condition of the 
utmost gravity or may be combined with other 
organic insufficiences caused by a _ pregnancy 
toxicosis. In the diagnosis too much importance 
should not be attached to the dilatation and looping 
of the ureter as criteria of the severity of the func- 
tional disturbance since, as suggested by Fuchs, 
these phenomena may be the expression of com- 
pensatory hyperactivity. In the frequently difficult 
differential diagnosis between pyelitis and appendi- 
citis the uroscopic demonstration of dilatation of 
the ureter should not be interpreted as definitely 
excluding the possibility of appendicitis. 

The author emphasizes the importance of early 
treatment and careful, skillful, adequate manage- 
ment of the renal pelvis (by ureteral catheterization, 
irrigation of the renal pelvis, cr the use of an in- 
dwelling renal catheter). As a rule this will assure 
recovery without interruption of the pregnancy. Of 
great importance in the determination of the treat- 
ment to be given is advance of the infection from 
the renal pelvis to the kidney itself. When this 
occurs the author advises a surgical attack on the 
diseased kidney as the operation is no more danger- 
ous during pregnancy than at other times and inter- 
ruption of the pregnancy is thereby avoided. He 
believes that weak doses of roentgen irradiation of 
the kidney are very beneficial. However, as they are 
dangerous to the child they are not to be considered 
during pregnancy. 

On the basis of these considerations Stoeckel has 
devised a combination treatment for pyelonephritis 
gravidarum and divides the cases into two groups— 
those in which the pyelonephritis is the only com- 
plication of the pregnancy and those in which it is 
associated with other organic insufficiencies of toxic 
origin. In the first group early, local, conservative 
surgical treatment will alleviate the pyelitis, and 
if the nephritis continues after delivery roentgen 
irradiation of the kidney may be done. In the cases 
in which the pyelitis is combined with other organic 
insufficiencies of toxic origin the danger is such that 
interruption of the pregnancy must not be delayed 
too long.. After interruption of the pregnancy the 
treatment is identical with that given to the first 
group. 

In the inclusion of the kidney in the determina- 
tion of the indications and treatment, Stoeckel sees 
considerable therapeutic progress. Whether chills 
denote dissemination of the infection from the renal 
pelvis to the kidney or, as is common in other dis- 
ease pictures, invasion of the blood stream, has not 
been definitely determined. At any rate, chills or 
even a number of sharp rises in the temperature re- 
acting unfavorably on the effects of treatment 
portend immediate danger and in the author’s 
opinion indicate surgical interference. The aim of 
therapy in pyelitis is preservation of the pregnancy 
and the kidney. 

(H. Fucus). JoHn W. BRENNAN, M.D. 














Baird, D.: The Upper Urinary Tract in Pregnancy 
and the Puerperium, with Special Reference to 
Pyelitis of Pregnancy. V. Infection of the Up- 
per Urinary Tract in the Puerperium. J. Obst. & 
Gynec. Brit. Emp., 1936, 43: 435- 

The reported investigation was made at the Glas- 
gow Maternity and Woman’s Hospital. Baird states 
that infection of the urinary tract in the puerperium 
is exceedingly common. It may be due to the per- 
sistence of a urinary infection of pregnancy or to in- 
fection developing in the puerperium. 

Of 3,600 deliveries, urinary infection was the cause 
of puerperal pyrexia in 12.3 per cent. Of 670 urine 
specimens obtained by catheterization in the puer- 
perium, infection was evidenced by the presence of 
pus cells and organisms in 17.1 per cent. 

The importance of taking a catheter specimen of 
urine in the cases ofall women admitted to the hos- 
pital in labor was recognized early since frequently 
when the urine was heavily infected there were no 
symptoms, either urinary or general. Albuminuria 
occurred in 418 (62.4 per cent) of the cases. As a 
rule it was only a transient phenomenon of labor. 
In 77 (67 per cent) of the 115 cases in which pus cells 
and organisms were present in the urine there were 
no urinary symptoms. In many of the cases in this 
group the infection was slight, but even in 33 (50 per 
cent) of the 64 cases in which the infection was se- 
vere there were no urinary symptoms, and in 28 (43.7 
per cent) of the cases of severe infection there were 
no symptoms to suggest a septic focus. In the whole 
series of 2,175 cases the findings were similar and 
resembled those in cases of urinary infection in preg- 
nancy, in which also absence of symptoms was a 
striking feature. 

In the puerperium the organism is much less fre- 
quently coliform than during pregnancy. Of the 
cases of severe infection, coliform organisms were 
cultured in 57 per cent, whereas of those of slight 
infection they were cultured in only 23 per cent. Of 
the latter group, staphylococci were seen on the 
films and obtained in cultures in 69.2 per cent. In 
the antenatal period staphylococci are seldom found 
in the urine. 

In the cases of noteworthy pyrexia the incidence of 
marked urinary infection was 11 per cent after spon- 
taneous delivery and 36.5 per cent after complicated 
delivery, whereas in the non-febrile cases the corre- 
sponding percentages were 3.7 and 16.8. The occur- 
rence of urinary infection in the puerperium appears 
to be influenced by complicated delivery and asso- 
ciated with pyrexia, but it is important to remember 
that primary urinary infection may be present in a 
non-febrile puerperium. 

In cases of infection of the urinary tract in the 
puerperium, pyrexia occurring within three days 
after delivery is due to: (1) prolongation of the 
pyrexia of a pyelitis of pregnancy, (2) the exacerba- 
tion of a chronic pyelitis of pregnancy, in which case 
temporary invasion of the blood stream by the or- 
ganisms is the usual cause, or (3) the presence in the 
blood stream of organisms derived from the bowel. 
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In this group the urine is sterile before delivery but 
becomes infected. These are cases of septicemia, 
but they usually result in pyuria. Pyrexia develop- 
ing between the eighth and the tenth days may be 
due to: (1) the exacerbation of a chronic pyelitis of 
pregnancy, which is rarely the case, (2) invasion of 
the blood stream by organisms derived from the 
bowel, or (3) primary infection of the urinary tract, 
probably by the ascending route from the bladder. 
When it is due to the second or third cause the urine 
is sterile before delivery. 

Treatment on general lines with the administra- 
tion of abundant fluid and of alkalies is eflicient in 
the acute stage of all three types of cases, but to 
render the urine free from infection different measures 
are required in each type. The cystoscopic findings 
in the puerperium are entirely different from those 
in pregnancy. During pregnancy there is delay in 
emptying of the upper urinary tract with efficient 
emptying of the bladder, while in the puerperium 
the delay in emptying of the upper urinary tract 
quickly disappears but retention of urine in the blad- 
der is frequent. (Of the reviewed cases, residual urine 
was found in 17 per cent on the eighth day after 
delivery.) Accordingly, during pregnancy there is 
gross infection of the upper urinary tract with little 
or no infection of the bladder, while in the puerpe- 
rium the conditions are reversed. In cases with 
marked pyrexia the renal urine contains a few pus 
cells and organisms, while the bladder contains 
abundant pus cells and organisms and several ounces 
of residual urine. Difficulty is experienced in obtain- 
ing good visualization of the bladder and the ureteral 
orifices because of the widespread injection and ede- 
ma of the base of the bladder, a condition which 
seldom occurs during pregnancy. These findings 
are in agreement with the clinical features, namely, 
the prominence of renal symptoms in the acute stages 
of the pyelitis of pregnancy and the absence or tran- 
sient nature of renal symptoms in the pyelitis of the 
puerperium. The absence of vesical symptoms in 
pyelitis of the puerperium is explained by the lack of 
sensitivity of the bladder in the puerperium. 

In the reviewed cases of septicemia, although the 
pyrexia lasted for more than a fortnight in 28 per 
cent, the patients did not look ill and the evening rise 
of temperature was practically the only symptom. 
After the temperature decreased the urine was still 
heavily infected, but on cystoscopic examination the 
infection was found to be confined almost entirely 
to the bladder. In some cases there were several 
ounces of residual urine, and daily catheterization 
until this had disappeared was found to be of great 
aid in clearing up the infection. Although many of 
the patients still had pus cells and organisms in the 
urine when they were discharged from the hospital, 
only 2 of 30 had any urinary infection when followed 
up at the end of two years. Both of these had bacil- 
luria. Eleven patients had had a subsequent preg- 
nancy without infection of the urine. 

If primary pyelitis of the puerperium is to be re- 
garded as an ascending infection from the bladder, 
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treatment should be directed first to the bladder. 
According to Randall and Murray, pyelitis of the 
puerperium may be prevented by catheterizing the 
bladder in all cases in which the patient is unable to 
pass urine twelve hours after delivery, and repeating 
it daily until there is no residual urine. In their 
opinion the infection of the bladder and the result- 
ing ascending infection are due to stasis of urine in 
the bladder. In Scotland, however, it is generally 
believed that because of the danger of introducing 
infection with the catheter, catheterization should 
be done only as a last resort. In the author’s opinion 
prophylaxis by early catheterization of the bladder 
in the puerperium is worthy of a trial, as by the 
present methods gross infection of the bladder occurs 
in 11 per cent of all cases of delivery. Randall and 
Murray claim to have eliminated pyrexia due to 
urinary infection in a series of 3,500 puerperal cases 
by early catheterization of the bladder. For pyelitis 
of the puerperium Walther and Willoughby advocate 
ureteral drainage either by repeated lavage or by the 
use of an indwelling catheter. They favor this treat- 
ment because in 13 cases in which it was employed 
the temperature was reduced to normal in from one 
to eighteen days. However, pyrexia in pyelitis of the 
puerperium seldom persists any longer than that 
when medical treatment is given. The author doubts 
that there is need for ureteral drainage as in the 
cases he reviews there was very little stasis in the 
ureters. 

When the pyrexia is due to an exacerbation of the 
pyelitis of pregnancy it usually lasts only for a few 
days when medical treatment is given, but in a large 
percentage of the cases the urine remains infected for 
months or years in spite of strenuous local treatment 
such as repeated renal lavage. 

J. THORNWELL WITHERSPOON, M.D. 


Trillat, P., and Contamin, R.: The’ Effect of Ma- 
nipulations to Cause Abortion on the Develop- 
ment and Prognosis of Extra-Uterine Preg- 
nancy (De influence des manoeuvres abortives sur 
Vévolution et le prognostic des grossesses extra- 
utérines). Gynec. et ostet., 1936, 33: 401. 


The authors report seven cases of extra-uterine 
pregnancy in which the woman attempted abortion, 
and review twelve cases from the literature. 

In the majority of the authors’ cases the attempt 
to induce abortion was made by intra-uterine manip- 
ulations with a sound. In some, these manipulations 
were followed by the injection of fluids. As a rule 
such attempts do not cause immediate rupture of the 
extra-uterine pregnancy. In fact, there have been 
numerous reports of cases in which even curettage 
on a mistaken diagnosis of intra-uterine pregnancy 
did not terminate the extra-uterine pregnancy. The 
attempt at abortion generally results in an infection 
which hastens rupture of the tube and renders the 
prognosis very much more unfavorable. A charac- 
teristic feature is a free interval of varying length be- 
tween the immediate symptoms caused by the at- 
tempt to induce abortion and the symptoms caused 


by the rupture of the pregnant tube. As a rule the 
patient is not seen in the first stage. The symptoms 
improve without treatment, but the woman con- 
tinues to have pain in the abdomen and fever until 
the tube ruptures. It is in this second stage, the 
stage of rupture, that it is important for the ob- 
stetrician to know that an attempt at abortion has 
been made as otherwise he may treat the case as one 
of ordinary extra-uterine pregnancy and close the 
abdomen without drainage. Because of the existing 
infection, such treatment is apt to prove fatal. 
When signs of infection are noted and the woman 
will not admit that abortion has been attempted, 
careful inquiry should be made as to whether there 
have been two periods of symptoms separated by a 
free interval. If evidence of attempted abortion is 
elicited, a Mikulicz drain should be used. After 
eleven days this should be removed and replaced by 
an ordinary drain. 

The mortality in cases of extra-uterine pregnancy 
in which abortion is attempted is high. In the 
authors’ cases it was 43 per cent. 

AupreEY Goss Morcan, M.D. 


LABOR AND ITS COMPLICATIONS 


Levy-Solal, E., and Sureau, M.: The Barbiturates 
in Obstetrics (Les barbituriques en obstetrique). 
Anes. et Anal., 1936, 2: 103. 


The authors review the literature on the obstetri- 
cal use of dial, hemypnal, nembutal, sodium alurate, 
amytal, somniféne, evipan, pernocton, numal, and 
rectidon, and report their experiences with the use of 
barbiturates in ninety deliveries. In studying the 
influence of the barbiturates on the contractions of 
the uterus they used an apparatus called a “tocéto- 
graph,” which consists essentially of a large pneu- 
matic pouch connected with a polygraph. 

From their findings they conclude that doses of 
barbiturates capable of producing complete anes- 
thesia have such a marked effect on uterine contrac- 
tions that they should be used only toward the end 
of the period of dilatation. They prefer drugs which 
do not produce true anesthesia and do not seriously 
influence the course of labor. 

Marsu W. Poorer, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Settergren, F.: The Danger of Infection in Cathe- 
terization of the Bladder, and the Indications 
for Catheterization in Obstetrical Cases (Ueber 
die Infektionsgefahr bei Katheterisierung der Harn- 
blase und ueber die Indikationen zur Katheterisierung 
in obstetrischen Faellen). Acta obst. et gynec. Scand., 
1936, 16: 202. 


The author first presents a review of the various 
complications which may follow catheterization of 
the urinary bladder. In order to determine the fre- 
quency of urinary infection due to catheterization, 
he made a study of the obstetrical cases in the South 
Obstetrical Hospital in Stockholm. At the same 

















time he investigated the indications for catheteriza- 
tion of obstetrical patients. 

The material included 400 cases which were 
equally divided into 2 groups. In Group 1 were 
those in which catheterization was done at least 3 
times before the patient was discharged from the 
hospital, the catheter being passed after external 
washing with sterile water and without the use of an 
antiseptic. In Group 2 were those in which catheter- 
ization was done on the basis of definite indications 
and always with the use of an antiseptic. At the 
time of the first catheterization and also when the 
patients were discharged, urine specimens were 
taken for bacteriological examination. 

The incidence of infection of the urinary tract 
apparently occurring in the hospital was 29.2 per 
cent in Group 1 and 12.2 per cent in Group 2. If 
the incidence is calculated only for the cases in which 
pus cells were formed, the corresponding figures are 
20.5 and 5 per cent. For various reasons the author 
believes that the difference between the percentages 
for the two groups was actually somewhat greater. 

Apparently obstetrical infection did not predispose 
to associated infection of the urinary tract. The fre- 
quency of obstetrical infection usually increased 
with the length of the time interval after rupture of 
the membranes, but was little influenced by the 
duration of labor. In the incidence of urinary infec- 
tion the reverse was true. Obstetrical operations 
were performed in so few cases that no conclusions 
as to their relationship to urinary infection could be 
drawn. 

Even antiseptic catheterization was associated 
with danger, but the danger was greater in catheter- 
ization without the use of antiseptics. The incidence 
of urinary infection seemed to increase with the 
number of catheterizations. 

In the cases of Group 2 the indications for 
catheterization for urinary retention as well as to 
obtain a specimen of urine for examination were 
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more strictly limited. ‘The frequency of catheteriza- 
tion for retention was about the same in both groups 
of cases, but catheterization for the removal of a 
specimen of urine for examination was done in 31 
cases of Group 1 and only 1 case of Group 2. 

The ages of the patients had no influence on the 
frequency of urinary infection. However, primiparas 
developed a urinary infection more frequently that 
multiparas. The former, who usually had more pro- 
longed labors, were catheterized about twice as often 
for retention as the latter. 

Only a few of the patients developed subjective 
symptoms and only 1 developed a complication, 
viz., pyelitis. 

Bacteriological examination showed no marked 
difference between the groups as regards the nature 
and action of the bacteria. 

As further evidence that catheterization should be 
based on strict indications in obstetrical cases, the 
author states that probably more than 150 patients 
in Group 2 who were not catheterized were able to 
urinate spontaneously even during labor before the 
delivery of the child, and that only 32 patients in all 
required catheterization for retention during labor or 
the following twenty-four hours. In a comparison of 
the groups with regard to the time of expulsion of the 
placenta and the amount of bleeding it was found 
that limitation of the number of catheterizations did 
not reduce the ability of the uterus to contract. 

Re-examinations after from two to four weeks 
showed a not inconsiderable tendency of urinary in- 
fection to become cured spontaneously. However, as 
urinary tract infection is always associated with the 
danger of serious complications, every attempt 
should be made to prevent such infection. The 
author believes that the great majority of ob- 
stetrical patients may be given urinary antiseptics 
for prophylaxis. He describes a new type of urinal 
which he has devised for the collection of urine 
specimens in the cases of females. 








ADRENAL, KIDNEY, AND URETER 


Everett, H. S.: Reduplication of the Renal Pelvis 
and Ureter. /. Urol., 1936, 36: 1. 

Everett tabulates forty-eight cases of reduplica- 
tion of the renal pelvis and ureter and reports one 
case in detail. In a study of the differential function 
of the various renal segments in this condition he 
found that, in the absence of complicating patho- 
logical lesions, the function of the two sides is usually 
about equal. On the reduplicated side the function 
of the lower segment usually exceeds that of the 
upper segment in the ratio of about 2:1. 

He states that in the conservative treatment of 
reduplication of the renal pelvis and ureter ureteral 
dilatation is of value. FRANK M. Cocuems, M.D. 


Gouverneur, R., and Cachin, C.: Surgical Treat- 
ment of Ptosis of the Kidney. Indications, 
Technique, Results (Le traitement chirurgical des 
ptoses rénales. Indications, technique, résultats). 
J.de chir., 1936, 47: 754- 

Operation for ptosis of the kidney, which was per- 
formed frequently for a time but later abandoned, 
has again come into favor since modern methods of 
examination of the kidneys have established more 
accurate indications for it. Pyelography and intra- 
venous urography and a better knowledge of the 
physiology of the renal pelvis and ureter have helped 
to explain and prevent the poor results of nephro- 
pexy. 

In cases of prolapsed kidney with pain an opera- 
tion performed without study of the morphological 
changes in the pelvis and ureter and without 
examination of the kidney for infection is apt to be 
unsuccessful. Operation for this condition should 
always be preceded by retrograde utereopyelography 
with the patient standing. This is the position in 
which pain occurs and which shows the true position 
of the kidney, the shape of the pelvis, and the site of 
any ureteral kinks that may be present. The in- 
dications for operation should be based also on 
clinical observation continued for a sufficiently long 
time, and on bacteriological examination of the 
urine. In some cases a functional examination of the 
kidneys should be made in addition. 

In the past, operations for ptosis of the kidney 
were often insufficient. Mere fixation, as suggested 
bv the name “nephropexy,” is not enough. The 
kidney must be placed in a reconstructed bed. The 
operation indicated is therefore a reposition rather 
than a fixation. The authors fix the kidney in 
position and form a small suspensory hammock for 
its lower pole from the perirenal fat and the lower 
part of the renal fascia. This procedure is a slight 
modification of the Papin method. The steps of the 
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operation are described in detail and illustrated, and 
the condition before and after the operation is 
shown by roentgenograms. 

The authors have performed this operation in 
twenty-eight cases of floating kidney with marked 
functional disturbances. Retrograde pyelography or 
utereopyelography was done in twenty-three cases 
and intravenous urography in five. One or two 
months after the operation the results were verified 
by pyelography. The anatomical results were ex- 
cellent. The kidney was restored to its normal 
position and the kinks in the ureter had disappeared. 
The pain was stopped completely in all but four 
cases, and in the latter was much less severe than 
before the operation. The attacks of kidney 
strangulation which occurred in some of the cases 
had ceased. Most of the patients were able to 
resume their work. The digestive disturbances were 
cured or relieved, the general condition was im- 
proved, the appetite had been restored, and the 
patients had gained weight. 

In conclusion the authors state that successful 
results depend particularly on correct indications. 
While the operation requires skill and care, it is very 
simple. AupREY Goss Morcgan, M.D. 


Lewis, E. C.: The Pelvic Ureter in Women: Effects 
of Gynecological Lesions. Brit. J. Urol., 1936, 
pe 

Lewis divides the ureter into three parts. The 
first part extends from the brim of the pelvis to the 
broad ligament of the uterus. As examples of ab- 
normality in this part pelvic peritonitis and opera- 
tive injury are cited. The second part is that related 
to the uterus and large vessels. Here, parametritis, 
calculi, and carcinoma may cause symptoms. The 
third part is that related to the bladder and vagina, 
which may be injured in operative procedures. 

Illustrative cases are reported. 

DonaLp K. Hisss, M.D. 


Di Maio, G.: Endoscopic Ureteropelvic Drainage in 
Certain Septic Surgical Ureteropyelorenal Con- 
ditions (Il drenaggio uretero-pielico endoscopico in 
alcune affezioni chirurgiche settiche uretero-pielo- 
renali). Arch. ital. di urol., 1936, 13: 391. 


In reviewing the literature Di Maio found that 
ureteropelvic drainage with the bladder opened was 
done first by Kelly in 1885. Following the introduc- 
tion of cystoscopy, endoscopic ureteral catheteriza- 
tion was done by Albarran as the treatment of choice 
first in pyelonephritis and later in cases of ureteral 
stones. 

From a study of endoscopic ureteropelvic drainage 
in sixty-eight cases Di Maio draws the following 
conclusions: 
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1. In ureteropyelitis due to such causes as mobility 
or ptosis of the kidney or ureteral stones causing 
hematuria, in which the ureteropelvic tonus is still 
sufficiently maintained, endoscopic ureteropelvic 
drainage is followed by rapid and definite cure. 

2. In forms of suppurative nephritis not easily 
differentiated from simple pyelitis, negative results 
of ureteropelvic drainage constitute an important 
diagnostic sign permitting the surgeon to perform a 
conservative operation (decapsulation and lumbar 
drainage) before the patient’s condition becomes 
worse and follow it by radical operation at a later 
date. 

3. Hematuria caused by hydronephrosis with renal 
ptosis is stopped by the use of an indwelling ureteral 
catheter. 

4. In pyelitis with contralateral pyonephrosis and 
in mild hydronephrosis with severe contralateral 
hydropyonephrosis, unilateral or bilateral uretero- 
pelvic drainage improves the general condition and 
cures the pyelitis or, by relieving the hydronephrosis, 
permits radical operation for the pyonephrosis and 
conservative treatment of the hydropyonephrosis. 

5. In hydro-ureteropyonephrosis due to ureteral 
stones, ureteropelvic drainage, if it is possible, re- 
lieves the septic condition and favors a normal post- 
operative course following ureterolithotomy or ure- 
teronephrectomy. 

6. In inoperable conditions such as bilateral hy- 
dropyonephrosis with stones, ureteropelvic drainage 
is always followed by improvement. 

7. In bilateral hydropyo-ureteronephrosis of gyne- 
cological origin in which surgical intervention is 
contra-indicated, ureteropelvic drainage always 
yields better results than surgical drainage. 

8. There seem to be no untoward reactions or 
complications attributable to ureteropelvic drainage 
even when the drainage is maintained with the same 
catheter over periods ranging from one to seven 
days and is repeated several times in a period of 
months. Neither do there seem to be any definite 
limitations or contra-indications to the procedure, 
since in severe inoperable suppurative forms it may 
be used for alleviation, and in milder pyelo-ureteral 
inflammatory processes it gives good results when 
more commonly used measures have proved in- 
effective. RicHarp E. Somma, M.D. 


Riba, L. W.: Ureterocele: With Case Reports of 
Bilateral Ureterocele in Identical Twins. Brit. 
J. Urol., 1936, 8: 119. 

Riba reports eight cases of ureterocele and de- 
scribes the method of treatment employed. The 
article is noteworthy for the excellent plates and for 
the description of the electrical urethrotome devised 
by the author. The occurrence of ureterocele in 
identical twins inclines Riba to the view that at 
least in some cases the condition may be congenital 
in origin. In two cases, metaplasia of bladder epi- 
thelium overlying the ureterocele was noted. 

The diagnosis is made by cystoscopy supple- 
mented by intravenous pyelography. 
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Riba favors meatotomy or dilatation for the col- 
lapsible type and transurethral resection for the 
non-collapsible type. Donatp K. Hiss, M.D. 


BLADDER, URETHRA, AND PENIS 


Longacre, J. J.: The Treatment of Contracted 
Bladder with Controlled Tidal Irrigation. J. 
Urol., 1936, 36: 25. 

Longacre gives a preliminary report on three cases 
of contracted bladder treated by tidal irrigation. He 
believes that this type of treatment is particularly 
suitable for the small, contracted, fibrosed bladder 
resulting from prolonged chronic cystitis. For para- 
lytic bladders he employs the tidal drainage principle 
used by Monroe and Hahn. The apparatus fills the 
bladder to a predetermined height of intravesicle 
pressure and empties it completely at intervals by a 
combination of siphonage and gravity flow without 
interfering with the normal bladder contractions. 
The slow application of pressure decreases the dan- 
ger of ureteral reflux as well as danger to the bladder 
wall. FRANK M. Cocuems, M.D. 


GENITAL ORGANS 


Owen, S. E., and Cutler, M.: Sex Hormones and 
Prostatic Pathology. Am. J. Cancer, 1936, 27: 308. 


After reviéwing the literature the authors describe 
their method of extracting the sex hormones from 
the urine. They determined the content of estro- 
genic hormones in the urine in twenty-two cases, 
twelve of which were cases of prostatic involvement. 
In eight of the latter, the condition was diagnosed 
clinically as carcinoma of the prostate and in four as 
benign prostatic hypertrophy. In the cases of pros- 
tatic disease the urinary output of osteogenic sub- 
stances did not show much variation from the nor- 
mal. Biological assays for the prolans showed no 
imbalance of the sex hormones in malignant or be- 
nign prostatic involvement. 

Donatp K. Hisss, M.D. 


Smith, G. G.: Total Perineal Prostatectomy for 
Carcinoma. J. Urol., 1936, 35: 610. 


The author states that only occasionally is the 
diagnosis of carcinoma of the prostate made sufii- 
ciently early to justify an attempt at radical cure. 
It may be said with considerable accuracy that in 
many cases the part of the prostate which is pal- 
pable by rectum is the first to become malignant. 
If prostatic malignancy is suspected on rectal ex- 
amination, the prostate may be exposed perineally 
and a piece removed for frozen section. If the diag- 
nosis is cancer, the operation may be completed by 
the perineal route. When malignancy is not sus- 
pected and the suprapubic route has been chosen, 
the adenomatous lobe is enucleated and the carci- 
noma is missed or is enucleated only with great 
difficulty. When carcinoma is found on exploration 
by the suprapubic route the best procedure is to 
drain the bladder and attack the gland later by the 
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perineal route. Of fifty cases, the author was able 
to plan the operation beforehand in forty-three. 

After making the diagnosis the surgeon must de- 
cide whether total prostatectomy is feasible. Be- 
cause of the time required by the operation, ad- 
vanced age is a contra-indication. A frail old man 
or one with a serious cardiac disease should not be 
operated upon. The kidney function should be re- 
stored to the maximum either by catheter or by 
suprapubic drainage. Excessive renal damage is a 
contra-indication to operation. The size of the 
gland and the extent of the induration should be 
determined by bimanual examination with the pa- 
tient lying on his back. If the induration extends 
downward to the perineum, the apex of the prostate 
cannot be freed without cutting through malignant 
tissue, which would result in local recurrence. Lat- 
erally, the gland should be separated from the pelvis 
by a sulcus. If this is not the case, the growth has 
broken through the capsule. The anterior rectal 
wall should be movable upon the prostate. Fixity 
means extracapsular involvement posteriorly. If 
the vesicles are definitely indurated and adherent 
to the pelvic walls, they are probably involved. 
Under such conditions their removal is impossible. 
However, a slight degree of fixity is not a contra- 
indication to operation. The upper edge of the 
gland should be palpable with the soft bladder base 
above it. If these criteria are met and cystoscopy 
shows no evidence of eruption of the growth through 
the trigone, total prostatectomy may be attempted. 

The technique used by the author is that de- 
scribed in Young’s “Practice of Urology.” 

Unless vasectomy is done, epididymitis may de- 
velop as a complication. Rectal fistula should not 
occur, but occasionally does. The moment of great- 
est danger is when the rectum is freed from the 
apex of the prostate, before the tractor is inserted. 
There is danger also during the placing of the su- 
tures in the edge of the levator ani when the peri- 
neum is repaired. The inclusion of a fold of rectum 
in the stitch will be followed by sloughing. 

In the author’s fifty cases there were five hospi- 
tal deaths. The length of stay in the hospital varied 
from two to over eight weeks. Six patients de- 
veloped a constriction at the point of union of the 
urethra and bladder. Occasional dilatation was re- 
quired, but the condition seemed due to scar tissue 
outside of the urethra rather than true stricture. 
Even the patients treated for recurrence were re- 
markably free from symptoms of obstruction. Oc- 
casionally, urinary control is acquired as soon as 
the catheter is removed, but as a rule more or less 
re-education of the sphincter is necessary before it 
will work automatically. 

Of the author’s forty-five patients who were dis- 
charged from the hospital, twenty-five died of can- 
cer after three years. Six of these lived for more 
than five years and five for more than nine years. 
Of the patients dying of their disease, eleven had 
definite vesicular involvement at the time of the 
operation. Six patients died of intercurrent disease 
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without symptoms of recurrence. Fourteen are still 
alive and well. 

In conclusion the author states that prostatic 
carcinoma would be diagnosed early more frequently 
if a routine rectal examination were made of every 
male patient over fifty years of age. Suspicious 
induration of the prostate should be investigated by 
needle biopsy or by perineal exposure of the pros- 
tate for the surgical removal of a biopsy specimen. 
In every medical center at least one surgeon should 
be trained in perineal surgery. 

Louis NEuWELT, M.D. 


Deutsch, I.: Tumors of the Spermatic Funiculus 
(Ueber die Geschwuelste des Funiculus Spermati 
cus). Boergyrégy. Ssemle, 1935, 13: 93. 

The tumors of the spermatic cord are of hetero- 
topic embryonal origin or arise from the tissues 
(Rubaschow). From the standpoint of origin, those 
of the first group are of special interest. Dermoid 
cysts, like ovarian dermoids, are of ectodermal ori- 
gin. During its descent the testis carries with it 
particles of ectoderm which may later cause tumor 
formation. The mesodermal heterotopic tumors 
arise from misplaced mesodermal rests. In the lit- 
erature twenty-seven cases of such tumors are 
reported. The majority of the neoplasms were 
malignant. The cysts with cylindrical epithelium 
occurring along the spermatic cord have their origin 
in the wolffian bodies. 

Of the tumors arising from the tissues of the 
spermatic cord, the most common is the lipoma. 
Fifty-seven cases of such lipomas have been re- 
corded. 

Neoplasms developing from the connective tissue 
about the spermatic cord, the tunica vaginalis com- 
munis, the remains of the propria, or the connective 
tissue immediately surrounding the vas deferens 
are usually fibromas. Twenty-four cases are re- 
ported. 

Up to the present time the literature has recorded 
184 cases of definitely diagnosed tumors of the sper- 
matic cord, including the author’s case of fibroma. 
The most common tumors are lipomas, fibromas, 
and sarcomas, and the next most common dermoids 
and wolffian cysts. 

All of the tumors are neoplasms of maturity. 
Lipomas usually occur between the fortieth and 
fiftieth years of age, and fibromas between the thir- 
tieth and fortieth years. The author’s case of fibro- 
ma was an exception as the patient was only twenty- 
one years old. 

The tumors are located in the scrotal sac or in the 
inguinal canal, or between both, along the spermatic 
cord. The sarcomas usually begin in the scrotal 
part of the spermatic cord, grow upward, and may 
penetrate through the inguinal canal into the pelvis. 
Mixed tumors occur usually near the epididymis as 
the embryonal rests from which they arise are usual- 
ly in that region. The cysts also are usually located 
in that region. Connective tissue cysts have been 
observed onlv in the inguinal canal: thev have never 
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been found in the scrotum. In general they range 
in size from that of a nut to that of an apple. Lipo- 
mas and fibromas often reach a considerable size. 

The form of these tumors is usually round or oval; 
sarcomas are most frequently pear-shaped; and 
cysts are irregularly round. In consistency, the 
lipomas are soft. Fibromas have a certain stiff 
elasticity unless they are calcified, when they are 
stone-hard. Sarcomas are also hard, like cartilage, 
but may contain soft and fluctuating portions. 
Cystic tumors are usually soft and show fluctuation. 
The tumors may be moved with the spermatic cord 
or along it. 

Small tumors, malignant as well as benign, are 
usually symptomless. Large tumors cause pain 
which is of mechanical origin. Malignant tumors 
(carcinomas, sarcomas, and mixed tumors) form 
metastases very late and infiltrate the neighboring 
lymph nodes comparatively late. Malignancy is 
suggested first by rapid growth. 

There is no characteristic clinical course. The 
role of trauma is not entirely clear. 

At first, mixed tumors grow very slowly, but after 
a certain time they increase in size remarkably fast. 
This characteristic is practically pathognomonic. 
In the differential diagnosis of neoplasms of the 
scrotal part of the spermatic cord, tumors of the 
testis, the epididymis, and the scrotum must be 
ruled out. The tumors located in the inguinal canal 
may be difficult to differentiate from hernia, espe- 
cially irreducible inguinal hernia. 

The only treatment to be considered is operative 
removal with the greatest possible preservation of 
the spermatic cord and testis. Of particular impor- 
tance is careful hemostasis for the prevention of post- 
operative hematoma. If there are extensive adhe- 
sions it may be necessary to resect the vas deferens. 
In cases of malignant tumor, castration on the affect- 
ed side is necessary; the spermatic cord should be 
resected as high as possible. If the tumor is located 
partially in the inguinal canal, the latter should be 
closed after its removal in the manner customary 
after inguinal herniotomy. 

Benign tumors of the spermatic cord usually do 
not recur. Lipoma is an exception. Malignant tu- 
mors recur very frequently. When the recurrence is 
rapid, the condition usually soon terminates in death. 

(E. Ittks). Jacos E. Kiern, M.D. 


MISCELLANEOUS 


Wright, B. W.: Urinary Complications in an Epi- 
demic of Poliomyelitis. J. Urol., 1936, 35: 618. 

The literature contains little reference to the 
urinary complications of poliomyelitis, which ap- 
parently may be more frequent and more important 
than is generally believed. This paucity of refer- 
ence to involvement of the urinary tract is explained 
by the infrequency of urinary complications in previ- 
ous epidemics as compared with the more recent 
ones. In the 1934 epidemic the urinary disorders 
were of major importance, in keeping with the 


variable clinical manifestations and the typical 
nervous system changes which accompanied the 
disease. 

The normal yearly incidence of poliomyelitis with 
paralysis in the United States is 10 cases per 100,000 
inhabitants. In the city and county of Los Angeles 
up to September 3, 1934, there were 1,792 cases 
with a positive diagnosis, 25 of which were fatal. 
The author’s study was based on 1,160 of these. 
Four hundred and twenty were chosen at random 
except that one-half were those of children up to 
fifteen years of age and the rest those of persons 
from fifteen to forty-nine years of age. Since 337 of 
the total number of patients were over twenty years 
of age, the second group included about three- 
fourths of the cases of adults. 

During the acute stage of the disease 20 per cent 
of the children had disturbances of urinary function 
varying from slowness in starting to void to com- 
plete retention. The majority had no difficulty 
until they were placed on the Bradford frame, but 
often the acute retention was the first symptom. 
Palliative measures were usually successful in re- 
lieving retention in children, but in a few cases 
single catheterizations were done. The younger the 
child, the less likely was urinary disturbance. In the 
older children urinary complaints were more fre- 
quent and more difficult to relieve. Urinary infec- 
tions played a minor role in this group and ap- 
peared in the main to be flare-ups of previous 
trouble. 

Of the adult patients, 135 had disturbances of 
urinary function varying from slight, transient 
dysuria to complete bladder paralysis. In some, 
especially the overworked personnel of the hospi- 
tal, incontinence and inability to recognize bladder 
fullness were the first indications of the condition. 
Others experienced a short period of extreme vesical 
irritability with frequency followed by the develop- 
ment of complete retention with great distention as 
the detrusors became paralyzed. In another group 
sudden complete retention was the first sign of trou- 
ble. During the acute phase, coincident with dis- 
tressing pain and contractions of the skeletal mus- 
cles, there were severe attacks of vesical irritability, 
bladder spasm, and hypogastric pain out of all pro- 
portion to the degree of distention, which could be 
relieved only by catheterization and the administra- 
tion of antispasmodics in large doses (1 drachm of a 
20 per cent solution of benzyl benzoate was the most 
effective). With the advent of somatic paralysis, the 
acute vesical distress was often lessened and fre- 
quently became relieved completely. However, re- 
currences were common and often lasted for as long 
as eighteen months. Acute bladder infection was 
not the underlying cause, as in many cases the urine 
was sterile. The picture was first that of a toxic 
peripheral neuritis of the bladder nerves causing 
muscle irritability followed by detrusor paralysis. 
Patients with little skeletal paralysis, who were soon 
ambulatory, suffered greatly from urinary dysfunc- 
tion and bladder irritability. Among the direct con- 
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sequences of the condition were calculosis, persistent 
urinary infection, severe and permanent impair- 
ment of renal function, hydro-ureter, hydronephro- 
sis, nephroptosis, bladder diverticula, and urinary 
sepsis. 

The author believes that in the majority of the 
cases the immediate urinary dysfunction was due to 
a peripheral neuritis involving the bladder innerva- 
tion and in a few to a neuritis of central origin. This 
origin explains the painful and irritable bladders, 
the spasmodic sphincters, and the acute retention. 
He attributes the remote urinary complications to: 
(1) stretching and overactivity of the bladder mus- 
culature during the acute stage of the neuritis when 
these muscles should have been at rest, (2) chronic 
retention due to hypotonia and atony and long 
periods in the supine position, and (3) infection re- 
sulting from frequent catheterizations in the pres- 
ence of residual urine. 

Wright expects in the future to consider supra- 
pubic drainage as the first therapeutic indication in 
bladder involvement in poliomyelitis. He states that 
cystometric readings are proving of great value and 
interest, and that determinations of intravesical sen- 
sory reactions by the method of Moore have been 
begun. Louts NEUWELT, M.D. 


Crampon, P., and LaFrance, L.: The Gonoreac- 
tion. Two Techniques (La gonoréaction. Exposé 
de deux techniques). J. d’urol. med. et chir., 1936, 


41: 431. 
Although little attention has been paid to the 
gonoreaction until recently, the complement- 


deviation test of Bordet and Gengou was first applied 
to gonorrhea in 1906, by Muller and Oppenheim. 

Crampon and La France report the results they 
obtained during the last two years with 2 techniques 
for the gonoreaction. i 

In the first method fresh serum with anti-gono- 
coccic vaccine from the Pasteur Institute was used 
as the antigen. In the second, serum heated to 56 
degrees C. (adaptation of the method of Calmette 
and Massol) was employed. The findings made 


with these techniques in studies of the blood of 225 
persons and the authors’ conclusions based upon 
them are summarized as follows: 
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1. The gonoreaction becomes positive from five 
to twenty days after the onset of gonorrhea and 
becomes negative from four to six weeks after 
clinical and bacteriological cure. The degree of 
positivity increases and decreases with the degree of 
infection. 

2. Chronic infections are characterized by a 
persistent positive reaction. 

3. The test is always positive in the presence of 
complications. 

4. It is negative in healthy individuals and rarely 
positive in non-gonococcic infections. 

5. The gonoreaction is of particular diagnostic 
value in gonococcic infection with complications. 
Its variations permit control of therapy. While 
they are not absolute, negative reactions constitute 
a good criterion of cure. |Marsx W. Poote, M.D. 


Lichtenstein, L.: Rectal Stricture Due to Lympho- 
pathia Venereum. Ann. Surg., 1936, 104: 270. 


Lichtenstein has had a good opportunity to ob- 
serve lymphopathia venereum and its relation to 
rectal stricture in the Charity Hospital in New 
Orleans. He reports a clinical and pathological study 
of six cases of rectal stricture due to the condition 
which came to autopsy. In four of these cases the 
diagnosis was made clinically. In three a positive 
Frei reaction was obtained. Lichtenstein empha- 
sizes that rectal or anal biopsy should always be 
supplemented by the Frei test as histological exam- 
ination alone is not always definitely diagnostic. 

The usual histological findings are: destruction 
and ulceration of the mucosa, with a tendency, upon 
regeneration, of squamous metaplasia, infiltration 
and disruption of the muscularis by focal miliary 
accumulations of leucocytes and plasma cells, and 
subsequent fibrosis; dilatation of the lymphatics 
with perilymphangitis and endolymphangitis; and 
marked endarteritis and narrowing of the blood 
vessels such as may occur in any chronic inflamma- 
tory lesion. 

Lichtenstein concludes that the advanced stage 
of involvement of the rectum by the virus of lympho- 
pathia venereum is represented by chronic ulcerating 
proctitis and sigmoiditis. 

FRANK M. Cocnems, M.D. 














CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Stern, W. G.: Acute Transverse Bone Atrophy. 
J. Bone & Joint Surg., 1936, 18: 659. 


The author has noted a form of acute bone 
atrophy in fifteen cases, in which roentgenograms 
revealed a broad translucent band of bone resorption 
on the diaphyseal side of the epiphyseal line, par- 
allel with the joint axis. This has been found most 
often in young adults after immobilization of the 
lower extremity in a plaster-of-paris cast for frac- 
ture. Stern has seen it also in four cases of disuse of 
the limb due to non-suppurating joint disease and 
two cases of tumor of the leg. The translucent zone 
is similar to that seen in scurvy, and the condition 
may be mistaken for acute disease or fracture. 
Stern believes that this form of bone atrophy or 
calcium resorption may be related to a vitamin 
deficiency. CHESTER C. Guy, M.D. 


Harris, R. I.: Difficulties in the Diagnosis of Bone 
Tumors. J. Bone & Joint Surg., 1936, 18: 631. 


The author discusses the value and limitations of 
the history and of physical examination, roentgeno- 
graphic examination, and biopsy in the diagnosis of 
bone tumors, citing six illustrative cases. 

In the first case, that of a man twenty-eight years 
old, the physical and roentgenographic examinations 
suggested a bone tumor or a low-grade osteomyelitis 
of the right thumb. However, the patient gave a 
history of tuberculosis, and biopsy showed the 
thumb condition to be a tuberculous inflammatory 
reaction. 

In the second case, that of a girl fourteen years of 
age, the history and physical examination suggested 
a transverse compression myelitis of the cervical 
spinal cord, and the roentgenogram a giant-cell 
tumor. Biopsy proved the lesion to be a Ewing 
endothelioma. 

In the third case, that of a woman twenty-one 
years old, the history and physical examination indi- 
cated a lesion of the right hip joint but did not sug- 
gest its nature, whereas roentgenograms showed the 
characteristic picture of osteolytic sarcoma. On 
biopsy, the lesion was found to be a giant-cell tumor. 

In the fourth case, that of a boy thirteen years old, 
the situation of the tumor—the position and type 
of the new bone formed as shown by the roentgeno- 
gram suggested an osteogenic sarcoma, but on his- 
tological examination of the specimen following 
amputation, the majority of the diagnoses made by 
the Registry of Bone Sarcoma were Ewing’s endo- 
thelioma. 

In the fifth case, that of a man twenty-one years 
old, there was nothing in the history to suggest 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


557 


tuberculosis of the shoulder, and the findings of 
roentgen examination were typical of giant-cell 
tumor. However, frozen section and the recovery of 
tubercle bacilli after guinea-pig inoculation proved 
the lesion to be tuberculous. 

By these cases and many others the author has 
been led to the conclusion that biopsy is an impor- 
tant factor in the examination of cases of bone 
tumor and should always be performed in doubtful 
cases. The most serious objection to this procedure 
is the difficulty which the pathologist may experience 
in reaching a diagnosis even when he has the tissues 
under the microscope, as illustrated in the sixth case, 
that of a woman twenty years of age. In this case 
conservative treatment of a tumor of the left hu- 
merus seemed indicated because of a difference of 
opinion regarding the pathological picture. When 
amputation became necessary eventually and the 
specimen was submitted to the Registry of Bone 
Sarcoma a diagnosis of osteogenic sarcoma was 
made. 

Among other objections which may be raised 
against biopsy is the possibility of disseminating the 
disease by cutting into the tumor. Nevertheless the 
author believes that biopsy is by far the most reliable 
aid to diagnosis. Rupotpu S. Retcu, M.D. 


Karlstrém, F.: Suppurative Arthritis in Infants 
(Eitrige Gelenkkrankungen bei Saeulingen). Svensk. 
Lékartidn., 1936, p. 250. 


During the period from 1904 to 1933 the author 
saw 168 cases of septic arthritis. These constituted 
about 1 per cent of the cases coming under his obser- 
vation. Forty-two (about 25 per cent) of the pa- 
tients with this condition were infants less than one 
year of age. In the cases of thirty-one of the infants 
the arthritis was found on arthrotomy to be suppura- 
tive. Therefore the incidence of suppurative ar- 
thritis was much higher than at any later period of 
life. 

Direct infection of the joint from without plays a 
very minor role in the development of the condition. 
In none of the thirty-one cases was it responsible. 
Of chief importance is a secondary infection of the 
joint cavity occurring by way of the blood stream or 
from a focus of osteomyelitis in adjacent bones 
(Beekman, Finkelstein, Jemma, Johansson, Koch, 
Paschlau, Rankin, Santi). In the author’s thirty- 
one cases the portal of entry of the infection was 
apparently the umbilicus. This was indicated by 
the fact that in almost half of the cases the infection 
appeared during the first month, and in almost two- 
thirds in the first two months of life. The so-called 
diseases due to chilling play no part in the causation 
of the condition, since in the cases without demon- 
strable umbilical infection the frequency of the in- 
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fection was uniform throughout the year. Herzog 
and Pfisterer, among others, emphasize the impor- 
tance of otitis as an etiological factor. The incidence 
of this condition as the cause has been reported as 
high as or per cent. 

According to the literature, the monarticular form 
is the more frequent. Of the author’s cases, the 
arthritis was monarticular in twenty-four and poly- 
articular in seven. The large joints are affected 
most often. Of the author’s cases, the knee was 
affected in fourteen, the hip in ten, the ankle in 
seven, the shoulder in three, and the elbow and wrist 
in two each. 

The frequent assumption that the disease begins 
with a high temperature has been proved incorrect. 
The prognosis as to life is unfavorable. Of the 
author’s thirty-one patients, ten died. Six of the 
latter were less than one month old. The mortality 
of pyemia with subsequent arthritis is higher in the 
first month of life than in all succeeding months. 

Reports regarding the late results of suppurative 
arthritis in infants have been few. Of teninfants whose 
cases were reported by Drehmann, eight survived 
coxitis and 2 survived gonitis. Six of the eight had a 
hip dislocation and two had coxa vara. Of the two 
others, one had genu valgum and the other genu 
varum with a flail joint. Edberg reported that on 
subsequent examination he found a dislocation of 
the hip in three children who had had coxitis but no 
noteworthy defects in one who had had an inflamma- 
tion of the knee and shoulder or one who had had 
bilateral arthritis of the knee. On re-examination of 
eleven children, Paschlau found ankyloses in four, 
moderate defects in three, and no defects in four. 
In the literature it is agreed that the “so-called 
pseudogenital dislocation of the hip” is the result of 
coxitis in infancy. (GeRLAcH) Lovis Neuwe tt, M.D. 


Harrenstein, R. J.: Scoliosis in Infants and Young 
Children (Sur la scoliose des nourrissons et des 
jeunes enfants). Rev. d’orthop., 1936, 43: 289. 

Harrenstein reports that he has seen 100 cases of 
scoliosis in infants and young children under two 
years of age, none of which was of the congenital 
type as the roentgenograms showed no abnormalities 
in development of the vertebra. Forty-six of these 
children have been under treatment and prolonged 
observation. They showed not only a lateral cur- 
vature of the vertebral column, but also bulging of 
the ribs on one side due to rotation of the spine. In 
most of the cases it was the rib bulging that called 
the attention of the mother to the deformity. 

Of the 46 patients whose cases are reviewed, 29 
were girls. In most of the cases the signs were first 
observed between the third and seventh month of 
age. Roentgenograms made with the arms fixed in 
position and the legs under slight traction showed 
that in 37 cases there was a single curvature in the 
spine. In 29, the curve was convex toward the left. 
The apex of the curvature was usually at the level 
of the eighth and ninth thoracic vertebra. In the 
cases of 9 infants examined after the age of eight 
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months there was a compensating curvature in the 
lumbar region. 

In the treatment the child was kept for twenty 
of each twenty-four hours on its back in a plaster 
“bed” which extended over the back of the head 
and was fitted to the patient so that the arms were 
left free. Corrective pressure was exerted over the 
bulging of the ribs and over the convexity of the 
spinal curvature. For the remaining four hours of 
the twenty-four the patient was kept in ventral 
decubitus in a corset to prevent atrophy of the 
muscles of the back. When the roentgenogram 
showed improvement in the spinal curvature after 
several months of their treatment the number of 
hours in ventral decubitus was increased and the 
number of hours in plaster decreased. Only after a 
considerably longer time was the patient allowed to 
sit or stand erect and then only under careful super- 
vision. 

Of the 37 patients with a single curvature, 11 are 
completely cured, as shown by roentgenograms 
made after periods of from one to six years; 11 have 
not been completely cured; 4 cannot be thoroughly 
examined; 1 is dead; and to are still under treat- 
ment. Of the 9 patients with a double curvature, 
1 is cured; 3 show improvement; 3 show an increase 
in the curvature; and 2 are still under treatment. 

The cause of this type of scoliosis in young chil- 
dren could not be determined. There was no evi- 
dence that the manner in which the child was carried 
by the mother had an influence. Rickets was not a 
factor as in many of the cases the scoliosis developed 
before the age when rickets becomes evident and in 
these cases rickets did not develop later. 

In conclusion the author says that as scoliosis in 
infants and young children is undoubtedly a fore- 
runner of scoliosis at a later age if it is not correctly 
diagnosed and treated, and as treatment is more 
difficult and less satisfactory in older children, it 
is important to recognize the condition and treat 
it as early as possible. Attce M. MEYERs. 


Hanson, R.: Tuberculous Spondylitis in Cases of 
Kyphosis Dorsalis Juvenilis or Adolescentium 
(Ueber tuberkulose Spondylitis bei Faellen von 
Kyphosis dorsalis juvenilis sive adolescentium). 
Acta chirurg. Scand., 1936, 78: 297. 

The author calls attention to the fact that as 
early as 1926 he expressed the opinion that kyphosis 
dorsalis juvenilis or adolescentium may be due 
either to hereditary factors or to disturbances of 
internal secretion. He still holds the opinion that 
large step-like formations at the site of the future 
epiphyses in the middle thoracic vertebre may repre- 
sent the preliminary stage of that condition. 

On the basis of his publication in 1926 he denies 
the right of Schmorl to priority in the demonstra- 
tion of certain peculiarities of the vertebra of adults 
and children to which he called attention two years 
earlier. 

"He states also that, long before Schmorl, he 

showed that the epiphyses play only a secondary 











role in the development of the vertebral bodies, and 
that the most important factors in kyphosis juvenilis 
or adolescentium are disturbances in the zone of os- 
sification, 

He emphasizes also that, two years before 
Schmorl, he demonstrated that the epiphyses of 
the vertebral bodies may develop earlier than was 
previously supposed. Their earliest development 
in his cases occurred in a girl six years old. He 
states also that, two years before Schmorl, he 
showed how small a roéle is played by the epiphyses 
in the further development of the vertebral bodies. 

He criticizes Schmorl’s views regarding the im- 
portance of the nucleus pulposus in the occurrence 
of certain changes in the vertebral bodies. He 
maintains that the nucleus pulposus is a secondary 
rather than a primary development. He states that 
the primary cause of kyphosis dorsalis juvenilis has 
not yet been demonstrated. In his opinion Schmorl’s 
theory that the nucleus pulposus is the cause of 
kyphosis dorsalis juvenilis is incorrect because in 
kyphosis the nucleus pulposus must be displaced 
backward whereas in kyphosis dorsalis juvenilis the 
changes occur in the anterior portion of the verte- 
bral bodies. 

With regard to the origin of kyphosis dorsalis 
juvenilis Hanson states also that Schmorl has not 
given sufficient consideration to the fact that, if 
degeneration of the cartilaginous disk occurs, con- 
nective tissue elements from the bone marrow may 
grow through the end disk and thus change the 
roentgen picture of the vertebral bodies in the ab- 
sence of nuclei pulposi. He insists that the develop- 
ment of the lesion is dependent upon a traumatic, 
degenerative, or infectious lesion of the cartilaginous 
disk, and that the nuclei pulposi must be considered, 
not a primary, but a secondary, manifestation. 

He reports seven cases which suggested the pos- 
sibility of a relationship between kyphosis dorsalis 
juvenilis and tuberculous spondylitis. 

In conclusion he states that Schmorl’s claim that 
in the late stages of kyphosis dorsalis juvenilis or 
adolescentium a diagnosis can be made by roentgen 
and patholigico-anatomical examinations alone is 
incorrect as there are several diseases occurring dur- 
ing advanced age in which the findings of roentgen 
and pathological examinations are similar. 


Bennett, G. E., and Shaw, M. B.: Cysts of the Semi- 
lunar Cartilages. Arch. Surg., 1936, 33: 92. 


Cysts of the semilunar cartilages occur most fre- 
quently in the lateral menisci and between the ages 
of fifteen and twenty-five years. They are more 
common in males than in females. In about half of 
the cases there is a definite history of injury. The 
symptoms usually have an insidious onset. They 
consist of a localized aching pain, the development 
of a mass, and early fatigability of the limb. Ex- 
amination reveals over the anterior third of the 
cartilage a mass from 1 to 5 cm. in size which is firm 
or semifluctuant, usually fixed in position, and 
moderately tender. Evidences of local inflammation 
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or of arthritis are absent. The diagnosis is not diffi- 
cult as the only other common lesions to be con- 
sidered are burs@ and synovial diverticula. 

The cause of the cysts is unknown, but the au- 
thors believe it is a direct trauma to the capsular 
border which results in mucoid degeneration. This 
theory is supported by the age of the patients and 
the location of the cysts in the lateral or most readily 
bruised cartilage. Cyst formation is rare after 
tearing injuries, which are more common in the 
internal cartilage, and is much less common in the 
medial meniscus. Some surgeons believe the cysts 
are of congenital origin, while others think they are 
synovial inclusions akin to ganglions. 

The cysts vary in size. The larger ones protrude 
into the joint capsule. Tiny cysts may occur in the 
cartilage itself. The cysts are multilocular and con- 
tain a mucoid fluid which resembles egg white. They 
are in, or arise from, the anterior two-thirds of the 
cartilage. Microscopic examination reveals a wall 
of fibrous tissue or fibrocartilage, often with a lining 
of thin cells resembling mesothelial cells. 

The treatment is surgical. The meniscus should 
be removed with the cysts as otherwise recurrence is 
likely. The authors report 4 cases, bringing the 
total number reported to date to 163. 

Cuester C. Guy, M.D. 
Mueller, E. W.: The Ossification of the Bones of the 
Tarsus in Congenital Clubfoot. A Contribu- 
tion to the Etiology and Therapy (Die Ossilika- 
tion der Fusswurzelknochen beim angeborenen 
Klumpfuss. Ein Beitrag zur Aetiologie und Thera- 
pie). Zitschr. f. Orthop., 1936, 64: 244. 

Reliable data concerning ossification of the tarsus 
were first supplied by Hasselwander in 1903. The 
ossification centers may be delayed in making their 
appearance as the result of general and local injuries. 
In 1927 Wilhelm found frequent delay in the de- 
velopment of the navicular bone—absence of the 
nucleus after the fifth year of life—in cases of club- 
foot, especially those in which the condition showed 
a marked tendency to recur. In 1928, Boehm found 
hypoplasia of the wedge bones and navicular bone 
and deformity of the calcaneus as pathognomonic 
signs of the growing clubfoot skeleton. He regarded 
these findings as evidence supporting the theory 
that clubfoot is a primary osseous malformation due 
to arrest of development. 

The author examined the roentgenograms of 
fifty-seven children with clubfoot who were under 
five years of age and about thirty who were over 
five years of age. In four, the clubfoot was in the 
stage of development. In none of the children over 
five years of age was absence of the ossification 
center of the navicular bone observed. Of those 
under the age of five years, ossification was delayed 
in only six. In five of the latter it was delayed in 
the external wedge bone, and in one, in one of the 
other wedge bones. In half of the cases the ossifica- 
tion center of the first wedge bone was visible before 
the average time of its appearance, and in ten this 
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bone was markedly hypertrophied. This condition 
was found also in bilateral clubfoot, on the side of 
recurrence with simultaneous delay of development 
of the navicular bone. The delay of ossification 
cannot be attributed to a specific cause as exogenous 
influences are the deciding factors. 

Of the greatest importance is early proper treat- 
ment. Normal function leads to the development 
of normal skeletal elements. The calcaneus and the 
first wedge bone are especially moldable under the 
influence of therapy. The first wedge bone is able 
to act in a compensatory manner for the under- 
developed navicular bone. The malformation of 
the bones of the tarsus in untreated or insufficiently 
treated clubfoot is to be regarded as the result of 
poor nutrition due to inadequacy of the blood sup- 
ply. The navicular bone is most markedly subjected 
to these influences. Other factors are disturbances of 
the developmental processes caused by disturbances 
of the central nervous system as described by Maus 
and the results of abnormal functional demands. 

Recurrences are to be attributed to changes in the 
soft parts. While the hypoplasia of the bones of the 
tarsus is a sign of resistant clubfoot, it is the result 
rather than the cause of misguided developmental 
processes. For this reason these changes also are 
capable of retrogression up to a certain point. The 
difference between the author’s results and those 
of Wilhelm and Boehm is explained by the fact that, 
because of the influence of the laws governing the 
care of cripples, the author’s patients were given 
proper treatment at an earlier date. 

The theory that mechanical influences during 
intra-uterine life are responsible for clubfoot must 
be rejected for most cases as it is not compatible 
with the constant ratio of males to females with 
the condition, which is 2:1. The assumption of a 
primary nucleus injury of the skeleton is applicable 
only to cases of clubfoot with malformation. The 
neuromyopathic hypothesis, according to which the 
primary factor is a developmental disturbance of 
the medullary canal resulting in disturbance of the 
equilibrium of the musculature, is perhaps best 
supported by clinical observations. 

Treatment should be given early in order to make 
use of the growing energy of the first months of life. 
At the Frankfort Clinic the method of Wisbrun is 
employed as the procedure of choice. 

(Von DANCKELMAN). Harry A. SALZMANN, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Mayer, L., and Ransohoff, N.: Reconstruction of 
the Digital Tendon Sheath. A Contribution to 
the Physiological Method of Repair of Dam- 
aged Finger Tendons. J. Bone & Joint Surg., 
1936, 18:607. 

The results of tendon transplantations following 
division of the flexor tendons of the fingers have 
been extremely disappointing because of the forma- 
tion of adhesions which bind the distal stumps of the 
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flexor digitorum sublimis and the flexor digitorum 
profundus tendons to one another and to the inner 
wall of the tendon sheath. These adhesions extend 
from the point of division of the tendons down to the 
distal end of the digital sheath and destroy the 
smooth cells on the surface of the tendon and the 
sheath. The proximal tendon stumps retract, leav- 
ing a gap of several inches between them and the 
distal stumps, and they become bound to one 
another by adhesions although the latter rarely 
extend proximally for more than 1 in. The gap 
between the tendon ends becomes filled with scar 
tissue which replaces the tendon sheath and destroys 
the normal gliding mechanism so that only in excep- 
tional cases can an implanted tendon function nor- 
mally. If infection occurs the degree of damage is 
increased. 

During the past four years the authors have been 
attempting to improve the technique of tendon 
transplantations for damaged fingers, working on 
the theory that if a smooth-walled tendon sheath 
could be constructed to replace the scarred one, an 
implanted new tendon might retain its gliding func- 
tion. Carrying on the work of Prime, they discovered 
that tubes of pure celloidin produced smooth tissue 
with flattened cells resembling those lining the wall 
of the tendon sheath. Many methods of applying 
the tubes to damaged fingers were tried and dis- 
carded before the following procedure was devised: 

Celloidin tubes of the necessary smoothness are 
produced by dissolving a thick solution of chemically 
pure celloidin in acetone and pouring it slowly into 
test tubes of the desired sizes—large, 1 cm., medium, 
0.8 cm., and small, 0.6 cm. The slow evaporation 
method is used, five months being required to com- 
plete evaporation. The tubes are kept in a solution 
of distilled water until the time of operation and 
then sterilized by immersion in a 1:2,000 solution of 
oxycyanate of mercury for twenty minutes. 

The operation is performed in two stages. The 
first consists of complete resection of the scarred 
tendon sheath and damaged tendons and the implan- 
tation of a celloidin tube extending from the proxi- 
mal stumps of the tendon down to the distal attach- 
ment of the flexor profundus at the base of the distal 
phalanx.- The second stage is performed from four 
to six weeks after the first. At this operation the 
tube is removed and a free tendon graft implanted, 
the mode of procedure depending upon the condition 
of the finger. The tendon most suitable for the pur- 
pose of implantation is the flexor sublimis of the 
injured finger, but if the muscles of the damaged 
finger do not appear capable of regeneration it is 
better to use the sublimis muscle of the adjacent 
finger. 

The after-treatment is extremely important. The 
finger is splinted in the straight position to prevent 
flexion contracture. Passive motion is begun as 
soon as the wound is healed, usually on the seventh 
or eighth day, and active exercises combined with 
sinusoidal stimulation of the muscles are begun on 
the ninth or tenth day. The physical therapy is 
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continued for many weeks or even months until 
function has been regained. 
Rupotpu S. Retcu, M.D. 


Compere, E. L.: Indications for and against the 
Leg-Lengthening Operation. The Use of the 
Tibial Bone Graft As a Factor in Preventing 
Delayed Union, Non-Union, or Late Fracture. 
J. Bone & Joint Surg., 1936, 18: 692. 


Inequality of leg length up to 1% in. can be com- 
pensated for by pelvic tilt and requires no treat- 
ment. Greater inequality may be corrected by 
shortening the normal leg or lengthening the short 
one. The former is the procedure of choice and in 
the young adult or adolescent may be accomplished 
by resection of a portion of the longer femur. In the 
cases of younger patients it is wiser to arrest growth 
by fusing to the shaft one or more epiphyses of the 
longer limb. 

Leg-lengthening operations are formidable and 
frequently followed by complications such as osteo- 
myelitis, bone necrosis, non-union, malunion, nerve 
paralysis and muscle weakness. The author reports 
five cases, in all of which a major complication de- 
veloped and in one of which death resulted. He states 
that such operations are contra-indicated when the 
shortening is less than 3 cm.; when the patient is less 
than fifteen years old; when the patient is tall or 
will not be disturbed by reduced height from short- 
ening of the normal leg; when the hip or knee mus- 
cles are weak or paralyzed; when the shortening is 
very marked; when there is a history or evidence of 
osteomyelitis or other bone disease anywhere in the 
short leg; and when the shortening is congenital or 
there are severe deformities. However, in spite of 
these contra-indications and the frequency of opera- 
tive failures, he believes that leg lengthening is in- 
dicated in certain selected cases. He reports a case 
in which successful operations were performed on 
both the femur and the lower leg with a resulting 
increase of 5 in. in the length of the leg. 

In discussing the operative technique of leg 
lengthening he recommends a diagonal osteotomy 
with the application of a tibial onlay graft to bridge 
or overlap the defect when the lengthening is ob- 
tained by skeletal wire traction. 

CHESTER C. Guy, M.D. 


FRACTURES AND DISLOCATIONS 


McFarland, B.: Congenital Dislocation of the Head 
of the Radius. Brit. J. Surg., 1936, 24: 41. 


In congenital dislocation of the head of the radius 
there is no fusion of the radius and ulna and no 
paralysis. The head of the radius is displaced for- 
ward and is quite free from the ulna. It can be 
moved through a considerable range, but cannot be 
replaced in its normal position. This is significant 
because traumatic dislocation of the head of the 
radius, particularly if it is uncomplicated by frac- 
ture of the ulna, is reduced with ease and often be- 
comes reduced spontaneously 
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In the roentgenograms the congenitally dislo- 
cated radius appears too long for the ulna and its 
head appears poorly formed. There is an anterior 
curve of the posterior margin of the ulna which 
starts at the level of the coronoid fossa. While this 
is sometimes slight, it is definitely contrary to the 
slightly posterior curve normally present at this 
level. A variation is noticed also in the anterior out- 
line of the ulna. Instead of the backward sweep 
from the coronoid almost a straight line is seen. 
These features, together with the impossibility of 
reducing the head of the radius, point to a congeni- 
tal rather than an acquired dislocation. 

The author has treated eleven children with con- 
genital dislocation of the head of the radius. In all, 
the dislocation was anterior and unilateral. In only 
five were there functional disturbances necessitating 
operation. The operation consisted of removal of 
the head of the radius. 

For successful reduction, the child must be young, 
preliminary traction must be employed, and an 
orbicular dneoneeet must be formed at operation. 

Norman C. Buttock, M.D. 


Frank, I.: Spontaneous (Non-Traumatic) Atlanto- 
Axial Subluxation. Ann. Otol., Rhinol. & Oto- 
laryngol., 1936, 45: 405. 

The author reports a case of spontaneous non- 
traumatic atlanto-axial subluxation and reviews the 
literature on the condition in order to call this type 
of subluxation to the attention of ctolaryngologists. 

He states that subluxation of the atlas on the axis 
is always associated with rupture or relaxation of the 
transverse ligament. While rupture is always the 
result of trauma, relaxation may follow various con- 
ditions. As reported by Jones, the one predisposing 
factor which is constant in non-traumatic cases is an 
inflammatory focus in the upper neck. It has been 
found that any infection causing hyperemia in the 
region of the base of the skull may give rise to the 
condition. The literature shows how closely inter- 
woven are the lymphatic connections of this region 
and therefore how readily an infection may spread 
from the middle ear or retropharyngeal space to the 
bones of the atlanto-axial joint. 

Infection causes a hyperemia resulting in decalci- 
fication and softening of the arch of the atlas. Under 
such conditions there is no secure attachment for the 
lateral ligament and even a slight movement may 
avulse the ligament and permit anterior displace- 
ment of the atlas. With slight avulsion, the sub- 
luxation is incomplete and gives rise to the clinical 
syndrome of atlanto-axial subluxation commonly 
observed, but with complete avulsion there may be 
medullary interference and death will probably 
result. 

An acquired torticollis with muscular spasm fol- 
lowing an infectious disease should at once arouse 
the suspicion of subluxation or at least a rotatory 
deformity of the atlanto-axial joint. The presence 
of either of these conditions may be determined by 
roentgenography. 








562 


In the case reported by the author, that of a boy 
aged nine years, the lesion originated from a retro- 
pharyngeal abscess. The treatment consisted of 
recumbency in hyperextension with head traction 
in a Sayre sling. The head of the bed was elevated. 
When the acute symptoms had subsided and roent- 
genograms showed reduction, a plaster cast extend- 
ing from the hips up to, and including, the chin and 
occiput was applied. Recovery was complete at the 
end of six weeks. Rupopu S. Reica, M.D. 


Blodgett, W. E., and Fairchild, R. D.: Fractures of 
the Patella: Results of Total and Partial Ex- 
cisions of the Patella for Acute Fracture. J. Am. 
W. Ass., 1936, 106: 2121. 

The authors present a series of twenty cases of 
fractured patell in which part or all of the bone was 
excised. They compare this series with another of 
thirty-five cases in which the patella was repaired 
by some method of suturing, and find the length of 
hospitalization was shorter in the former group. 
They advocate removal of the proximal fragment if 
the distal fragment is sizable and of the whole bone 
if it is markedly fragmented. They feel that it is of 
great importance in every case to repair the lateral 
and medial capsular tears. The operation is simple 
and has given satisfactory functional results. The 
postoperative treatment consists of the application 
of a posterior mold with the knee in full extension. 
Passive motion is started on the ninth or tenth day. 
Weight bearing is begun after two weeks. 

BARBARA B. Struson, M.D. 


Schofield, R. O.: Fractures of the Os Calcis. J. 
Bone & Joint Surg., 1936, 18: 566. 

The author presents a series of fifty-two consecu- 

tive cases of fracture of the os calcis treated by the 
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method of Boehler. In 25 per cent the calcaneal 
fracture was associated with other fractures of the 
ankle or foot and in 12 per cent with vertebral frac- 
tures. Five types of fractures are described with 
tables to show the course and results in each of the 
groups. 

Type 1 is the so-called avulsion fracture with 
medial displacement of the sustentaculum tali, 
which is treated by direct compression and the appli- 
cation of a plaster cast with the foot inverted and 
dorsiflexed. Type 2 is a fracture of the body with no 
displacement of the fragments and not involving any 
joint surface. This is treated by the application of a 
cast. Type 3 is a fracture of the medial process of 
the tuberosity, which is treated under local anes 
thesia by use of the Boehler clamp followed by the 
application of an unpadded cast. Type 4 are frac- 
tures of the trochlear process and the anterior por 
tion of the body, which are treated by screw trac- 
tion or by manual traction followed by the applica- 
tion of unpadded plaster. Those of Type 5 are the 
comminuted fractures of the body with displace- 
ment and involvement of the subastragaloid joint. 
These are treated under spinal anesthesia by trac- 
tion through the bone by means of a Boehler pin 
with a second pin through the tibia. An extension 
frame is used and plaster is applied after roentgeno- 
grams show satisfactory position. The upper pin is 
then removed and the leg placed in a Braun frame 
with a weight of 7 lb. on the os calcis pin. The cir- 
culation of the toes must be carefully watched dur- 
ing the first twenty-four hours. The cast is routinely 
removed for inspection of the leg every twenty-one 
days. The average loss of function in the author's 
cases was only 12 per cent. 

Photographs and roentgenograms accompany the 
article. BARBARA B. Stimson, M.D. 











BLOOD VESSELS 


Champy and Jacques-Louvel: The Perivein as a 
Synovial Sheath (La périveine gaine synoviale). 
Presse méd., Par., 1936, 44: 857. 


As comparison of the adventitia of the veins to a 
synovial sheath appears justifiable from both the 
physiological and the pathological viewpoint, the 
authors attempted to prove this relationship histo- 
logically. After demonstrating a parallelism between 
periphlebitis and synovitis, they report the results 
of their studies which confirmed their clinical im- 
pression by revealing the presence in the perivein of 
endothelial formations and serous cavities adapted 
for gliding. 

They state that from the physiological point of 
view it is doubtless the external tunic which insures 
the relative mobility of the vessel within the sur- 
rounding structures. Especially the superficial veins 
of the limbs require a gliding sheath to insure their 
active and passive mobility. 

However, it is particularly in pathological condi- 
tions that the adventitial cuff manifests its impor- 
tance. The perivein is, in fact, very susceptible to 
irritation, being easily inflamed and liable to sudden 
short exacerbations of inflammation if mobilization 
is premature. Moreover, under the influence of 
chronic infectious, toxic, humoral, or glandular dis- 
turbances it may become thickened, and adhesions 
resulting in pain and secondary dystrophies may 
form between its layers. 

A study by direct vision and palpation of the 
inflammatory reactions of a vein isolated from its 
satellite artery may be made most easily in the 
superficial subcutaneous vascular system. 

Clinically, the perivein does not assert its indi- 
viduality except in chronic or subacute infections. 
In very acute processes all parts of the vein react. 
In cases in which the adventitia alone is involved, 
immobilization and compresses to relieve congestion 
soon restore the vein to its normal condition and 
function. The elastic and muscular structures do 
not seem to be much affected. In some patients 
recovering from subacute venous septicemia the 
permeability and flexibility of the veins are retained 
even though the infectious process was protracted. 
Of course, in the cases of such patients the involve- 
ment was exclusively periphlebitic. However, strict 
immobilization is necessary in the treatment in order 
to prevent recurrence and extension to the deeper 
coats of the vessel. Whether the condition is a 


periphlebitis or a total phlebitis, it is the adventitia 
which constitutes the primary element of reaction 
and propagation of the inflammation along the veins. 
» In the early as well as the advanced stages of 
tuberculosis the Koch bacillus may be the cause of 
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phlebitis or periphlebitis which frequently develops 
simultaneously with involvement of one or more 
serous membranes such serofibrinous pleurisy, 
pleuroperitoneal serositis, hydarthrosis, and arthri- 
tis. Therefore the adventitia takes part in the 
reaction of tissues similar to itself. 

Very vascular and rich in nerves, the adventitia, 
like the capsule of a joint, reacts not only to infec- 
tions but also to a large number of humoral, meta- 
bolic, and endocrine disturbances. Being of mesen- 
chymal origin, like the synovia, it is particularly 
susceptible to rheumatic affections. 

Clinically, it is the external tunic which is first 
affected by dystrophic processes. The vein is 
attacked from without inward. Repeated attacks 
of adventitial hyperemia cause serious disturbances 
in the circulation and nutrition of the venous wall, 
not only locally, but also at a distance. As the 
result of such disturbances, atrophy or hyperplasia 
occurs at irregular intervals along the vein, depend- 
ing upon whether parietal ischemia or congestion 
predominates. 

From a histological study of the perivenous tissue 
of the frog, the authors have come to the conclusion 
that the perivenous sheath is related to the synovial 
sheaths more closely than to the lymphatics. 

The constant finding of an endothelial lining in 
these sheaths was not the only discovery of impor- 
tance. These sheaths, with their parietal and vis- 
ceral layers united by a sort of mesentery, contain 
also elements which are not present in all connective 
tissue, viz., melanocytes. Particularly evident about 
the larger veins are rows of melanocytes correspond- 
ing to the two layers of the adventitial tissue. 

With a little practice it is easy to inject the peri- 
vascular sheaths of a whole rete in the frog. This is 
not possible in other vertebrates. Microscopic study 
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Perivascular sheath of the mesentery of the frog. Silver 
impregnation. 
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of perivenous cavities injected with nitrate of silver 
showed that these cavities also are lined with endo- 
thelium. 

Perivenous injections of Chinese ink and nitrate 
of silver into the veins between the tendons of the 
feet of sheep likewise revealed endothelium. 

Comparison of the flat cells of the endothelium 
with those of the tendinous sheaths showed them to 
be identical except that the former were somewhat 
shorter. 

Inflammatory processes seem to have a certain 
affinity for perivascular tissue, a fact which seems 
to be related to the colloid-fixing properties of that 
tissue. 

In their studies of the venous walls the authors 
used the methods employed by Petroff and Anitsch- 
kow and others in studies of arterial walls. In the 
latter, injections of trypan blue into the blood stream 
resulted in fixation of the stain by the internal sub- 
endothelial portion and the entire external portion 
of the artery. The authors noted an analogous 
result in the veins. The external layer was most 
strongly stained and the internal layer stained only 
slightly, while the musculo-elastic median layer 
remained unstained. This fixation seems therefore 
to be a special property of the adventitial cells which 
is analogous to that of the reticulo-endothelial tissue. 
Besides an abundance of nerve endings, the silver- 
impregnation method showed a system of circular 
arborizations penetrating the parietal, and particu- 
larly the visceral, layers of the perivenous sheaths. 
This finding supports the modern theory which 
attributes a reflexogenic réle to the adventitia, the im- 
portance of which is becoming increasingly evident. 

Eptta SCHANCHE Moore, 


Barker, N. W.: Primary Idiopathic Thrombophle- 
bitis. Arch. Int. Med., 1936, 58: 147. 


This report is based on a study of 79 of 1,011 un- 
selected consecutive cases of thrombophlebitis of all 
types which were seen at the Mayo Clinic in a 
period of five years. The patients had no evidence 
of constitutional disease, such as carcinoma or 
arthritis. They had undergone no surgical operation 
or childbirth recently and had had no recent specific 
infectious disease. They were free from recognizable 
disease of the heart and dyscrasias of the blood. 
They gave no history and presented no evidence of 
gross mechanical trauma or of local infectious or 
suppurative processes in the region of the veins. 
They had had no previous disease of the veins, such 
as varix. Careful examination for occlusive disease 
of the peripheral arteries was negative. Therefore 
known causes of] thrombophlebitis and conditions 
in which thrombophlebitis is sometimes a complica- 
tion were absent and there was no recognizable 
factor of abnormal venous stasis. 

The arbitrary division of cases of idiopathic 
thrombophlebitis into 2 groups according to whether 
there have been multiple episodes or one episode has 
occurred is open to question. IIt is possible that some 
of the patients who have had a single episode may 
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have recurrences. However, of the patients whose 
cases are analyzed by the author, 20 (more than 
half) who have been observed for a year and seven 
who have been observed for at least five years have 
had no recurrences. Of those with recurrent throm- 
bophlebitis, only 7 had intervals between episodes 
as long as a year. There were certain other differ- 
ences between the 2 groups. The patients who had 
single episodes did not reveal any striking similar- 
ities as to age, sex, or occupation, but showed a 
rather high incidence of obesity. In this group there 
was rather extensive thrombophlebitis, usually of 
large venous trunks and less frequently of medium- 
sized veins. In these respects non-recurrent idio- 
pathic thrombophlebitis resembles the secondary or 
complicating types. 

The term ‘“‘thrombophlebitis migrans”’ is not used 
in thisarticle asit has been employed too loosely in the 
literature. Recurrent idiopathic thrombophlebitis 
is predominantly, although not exclusively, a disease 
of young and middle-aged men. It is essentially and 
primarily a disease of small and medium-sized veins. 
The lesions tend to occur in short segments and 
appear to be definitely inflammatory. These ob- 
servations suggest an analogy to thrombo-angiitis 
obliterans, which also is a disease of young and 
middle-aged men, involves short segments of the 
vessels, and has a definite tendency to recur in 
episodes. However, thrombo-angiitis obliterans in- 
volves chiefly arteries, although sometimes it at- 
tacks both arteries and veins. Since, according to 
Buerger and Johnson, the arterial lesions of thrombo- 
angiitis obliterans may develop in cases of migrating 
superficial thrombophlebitis, it is possible that some 
of the patients whose cases are analyzed in this 
article may have had early thrombo-angiitis without 
arterial lesions. However, it seems certain that 
arterial lesions which can be recognized clinically do 
not develop in most cases of recurrent idiopathic 
thrombophlebitis. Recurrent idiopathic thrombo- 
phlebitis shows some differences from _ typical 
thrombo-angiitis obliterans with involvement of the 
veins. The limitations as to age and sex are less 
sharp. There is some tendency for recurrent throm- 
bophlebitis to involve large veins (femoral and iliac 
in 33 per cent of the cases). These veins rarely are 
involved in thrombo-angiitis. 

The recognition of idiopathic thrombophlebitis 
as a cause of transient and prolonged disability and 
occasionally of death, as well as recognition of its 
unsolved problems should stimulate further in- 
vestigation regarding the cause and pathogenesis 
of the condition. 

Idiopathic or primary thrombophlebitis is a 
definite clinical entity. The study of the 79 cases 
shows that there are 2 types: (1) a recurrent seg- 
mental inflammatory venous lesion which tends to 
involve chiefly small and medium-sized veins and 
occurs most commonly in young and middle-aged 
males; and (2) thrombophlebitis of medium-sized 
and large veins which is accompanied by less inflam- 
mation and occurs as a single episode without par- 
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ticular relationship to age or sex. Histopatho- 
logically, recurrent idiopathic thrombophlebitis is 
similar to thrombo-angiitis obliterans. Cultures of 
segments of affected veins obtained for biopsy have 
disclosed nothing abnormal. The patients studied 
showed a high incidence of definite focal infection in 
tonsils, teeth, and the prostate gland. Pulmonary 
infarction occurred in 30 per cent and fatal pul- 
monary embolism in 5 per cent. Chronic venous 
insufficiency of a limb occurred in approximately 
half of the patients with recurrent thrombophlebitis 
and two-thirds of those with non-recurrent throm- 
bophlebitis. 


Veal, J. R., and McFetridge, E. M.: Vascular 
Changes in Intermittent Claudication, with a 
Note on the Value of Arteriography in This 
Symptom Complex. Am. J. M.Sc., 1936, 192: 113. 


The authors state that although intermittent 
claudication has been recognized for many years as 
a possible concomitant of peripheral vascular dis- 
ease, many phases of the condition are still little 
understood. Intermittent claudication is a very 
inconstant phenomenon, and its presence seems en- 
tirely unrelated to the type or degree of the vascular 
disease with which it is associated. Frequently it 
is evident in patients whose disease never passes 
beyond the initial stage and just as frequently it is 
absent in those with terminal gangrene. The origin 
of the pain has never been satisfactorily explained. 
Even the most logical of the theories is largely 
hypothetical. 

After briefly reviewing the theories advanced to 
explain the pain of intermittent claudication the 
authors report the findings of arteriography in fif- 
teen selected cases of intermittent claudication in 
which the pathological changes were studied in vivo. 
Fourteen of the patients were males. Twelve were 
white and three were colored. The age range was 
from twenty-three to seventy-seven years. Five pa- 
tients were between fifty and sixty years old. The 
duration of the symptoms varied from two months to 
four years. The first symptom was a sense of fatigue 
after walking. By slow degrees the fatigue passed 
over into pain which gradually increased in severity. 
The pain was usually described as a cramping or 
drawing sensation in the calves. In each case it 
varied in its duration and severity and in the amount 
of exercise necessary to produce it. In twelve cases 
the etiological basis was definitely arteriosclerotic. 
In the remaining three the cause was not definitely 
determined, but syphilis and Buerger’s disease were 
ruled out. 

Arteriographic studies were made of the regional 
blood supply with the use of stabilized thorium 
dioxide as the opaque agent. On the basis of the 
findings the cases could be divided into three groups. 
In the first group, of six cases, the etiological basis 
was arteriosclerosis and the most outstanding change 
was obliteration of the large arteries. In the second 
group, also of six cases, the etiological basis was 
again arteriosclerosis, but the large arteries were not 
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obliterated, their lumina being only markedly nar- 
rowed. There was a marked diminution in the size 
of the muscular branches and in the number of the 
finer muscular terminals. The new collateral blood 
supply was definitely inadequate. In the third 
group, in which there were three cases, the etio- 
logical basis of the claudication could not be dis- 
covered, the muscular branches showed a peculiar 
clubbing and dilatation which terminated very 
abruptly, and no change was evident in the main 
arteries. 

The study yielded arteriographic evidence in sup- 
port of the contention that the pain of intermittent 
claudication is not due to arterial spasm. An arterio- 
gram made during the period of intense pain after 
exercise revealed an increase in the size of lumen of 
the artery rather than the decrease that would be ex- 
pected with spasm. It showed also some enlarge- 
ment of the muscular branches as well as a visualiza- 
tion of numerous fine branches, conditions not seen 
in arteriograms made of the same patient during a 
period of rest. 

Finally, the authors report an illustrative case 
which demonstrated that the improvement follow- 
ing the application of heat, exercise, and similar 
measures of therapy in intermittent claudication is 
due, not to a change in the vascular supply, but pre- 
sumably to the temporarily increased nutrition of 
the parts, resulting from such treatment. 

HERBERT F. Tuurston, M.D 


Lucarelli, G.: Thromboses and Thrombotic Em- 
boli of the Pulmonary Artery (Trombosi ed em- 
bolie trombotiche dell’arteria polmonare). Clin. 
chir., 1936, 12: 29. 

Lucarelli reports an analytical and statistical 
study of fifty-eight cases of pulmonary thrombosis 
and embolism coming to autopsy at the Pathological 
Institute of the University of Florence in the period 
from 1918 to 1935 and thirteen cases studied at the 
University of Perugia in the period from 1925 and 
1934. He discusses the etiology, frequency, mecha- 
nism, and symptomatology. The two lesions are 
considered together because of the frequent diffi- 
culty and in some instances the impossibility of dis- 
tinguishing between them at autopsy. 

In Lucarelli’s opinion the fundamental causative 
factors are cardiovascular lesions and circulatory 
disturbances in general. Other factors, such as age, 
sex, and constitution, act only indirectly through 
their influence on the cardiovascular system. Func- 
tional disturbances of the circulation, often latent or 
undiagnosed, are important in the pathogenesis. In 
the reviewed cases arteriosclerosis of the pulmonary 
artery was not found often, and the frequency of 
pulmonary embolism had no relationship to the in- 
fectious diseases most prevalent in a given year. 
Lucarelli’s statistics confirm the observation of 
others that the site of operation has an important 
bearing on the occurrence of postoperative pulmo- 
nary embolism, this complication being most fre- 
quent after operations on the lower half of the body. 
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In the reviewed cases it was most common after 
operations for inguinal hernia and next most com- 
mon after gynecological procedures. 

A post-war increase in the frequency of pulmonary 
embolism and thrombosis has been shown by statis- 
tics in England and in Germany, especially the lat- 
ter country. It began in 1924 and in Germany con- 
tinued at least until 1933. In Lucarelli’s relatively 
small series the frequency curve showed a marked 
fluctuation from year to year, but no notable peaks. 
The mortality curves of pulmonary embolism cover- 
ing long periods, such as from 1881 to 1900 and from 
1889 to 1911, and including large numbers of cases 
in several countries have shown rises similar to the 
rise of recent years. Nevertheless it is reasonable to 
believe that the post-war rise was due to the decima- 
tion of young men in the war with the consequent 
increase in the age of subjects coming to autopsy 
and the relative increase in the number of women, 
in whom the ‘‘embolic type” is perhaps more com- 
mon than in men. 

The article is accompanied by a large number of 
tables and an extensive bibliography. 

M. E. Morse, M.D. 


Cohen, S. S., and Barron, M. E.: Thrombo-Angiitis 
Obliterans, with Special Reference to Its Ab- 
dominal Manifestations. New England J. Med., 
1930, 214: 1275. 

Cohen and Barron review the literature pertaining 
to the autopsy findings in thrombo-angiitis obli- 
terans and present abstracts of thirty-nine autopsy 
reports. 

They state that thrombo-angiitis obliterans is a 
generalized disease process which may affect vessels 
anywhere in the body, producing a clinical syndrome 
dependent upon the vessels and organs affected. In 
the chronic stage of the disease, arteriosclerosis 
often accompanies, and may displace, the typical 
thrombo-angiitic changes in the involved vessels. 
Under such conditions a presumptive diagnosis of 
thrombo-angiitis obliterans can be based only on 
clinical evidence. Suggestive abdominal signs and 
symptoms in a patient with thrombo-angiitis oblit- 
erans of the extremities may be due to involvement 
of the intra-abdominal vessels. Recognition of this 
fact may modify the therapeutic approach and 
prognosis. 

The authors review also the literature on ‘‘ab- 
dominal Buerger’s disease’’ and present abstracts of 
fifteen case reports. They then report in detail a 
presumptive case of this condition in a thirty-five- 
year-old man who had a six-year history of proved 
thrombo-angiitis obliterans of the extremities and, six 
months and four months previously had had an acute 
gastro-intestinal disturbance. Operation disclosed 
spotty gangrene of the hepatic flexure of the colon, 
poor pulsations in the vessels near the bowel margin, 
and thickening and fibrosis of the left common iliac 
artery. Drainage of the abdomen was followed in 
turn by a fecal fistula and an inflammatory stricture. 
Because of the progressing obstruction an ileo-tran- 
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verse-colostomy was done. The authors are of the 
opinion that thrombo-angiitis obliterans of the me- 
senteric vessels was the fundamental basis of the 
intra-abdominal process. They believe that proof of 
this condition may be forthcoming at resection of 
these vessels at some future date. 

HERBERT F. Tuurston, M.D. 


Ogilvie, R. F., and Mackenzie, I.: Malignant He- 
mangio-Endothelioma, with a Report of Two 
Cases. J. Path. & Bacteriol., 1936, 43: 143. 


The first case reported by the authors was that of 
an emaciated and jaundiced man twenty-eight years 
old who was admitted to the hospital ten days after 
the onset of occasional vomiting and epigastric pain 
of a colicky nature. Physical examination disclosed 
a palpable mass in the epigastrium and tenderness 
and resistance in the region of the mass. The pa- 
tient died four days after admission. Postmortem 
examination revealed a large quantity of fluid and 
clotted blood in the peritoneal cavity. The pan- 
creas was pushed forward and upward by a moder- 
ately firm mass about the size of an orange. The 
mass was clearly defined from the overlying pancreas 
and duodenum and was traversed posteriorly by the 
aorta and vena cava. Microscopic examination of 
tissue removed from the retroperitoneal tumor 
showed the neoplasm to be a primarily malignant 
hemangio-endothelioma. Secondary nodules in the 
liver, growths in the lung, and para-aortic lymph 
glands. presented the same histological features as 
the retroperitoneal growth. 

The second case was that of a man fifty-six years 
old who had suffered from pains in the side and chest, 
attacks of breathlessness and cough, and swelling of 
the abdomen for about four months prior to entering 
the hospital. He was emaciated and jaundiced and 
presented ascites and edema of the ankles. An in- 
definite mass was felt toward the cardiac end of the 
stomach. Death occurred on the twelfth day after 
admission. On postmortem examination 2 qt. of 
deeply blood-stained fluid were found in the peri- 
toneal cavity. The surface of the liver was nodular 
as in portal cirrhosis. On section, the hepatic tissue 
was found to have been largely replaced by a new 
growth consisting of numerous closely set nodules of 
various sizes separated by fibrous bands or the re- 
mains of liver tissue. Numerous small hemorrhagic 
nodules were scattered over the visceral peritoneum, 
mesentery, and appendices epiploice. The spleen 
contained a rounded nodule of the same type of tis- 
sue, and the lungs showed numerous small firm 
scattered nodules. Sections of tissue removed from 
the liver and the growths in the spleen, lungs, and 
peritoneum were examined microscopically. Numer- 
ous mitotic figures and the undifferentiated charac- 
ter of most of the tissue indicated extreme malig- 
nancy. 

The authors discuss tumors arising from vascular 
endothelium as a whole and show that they repre- 
sent a series of increasing malignancy. 

HERBERT F, Tourston, M.D. 
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Wilson, H., and Roome, N. W.: Passive Vascular 
Exercise: Observations on Its Value in the 
Treatment of Peripheral Vascular Diseases. 
J. Am. M. Ass., 1936, 106: 1885. 

The authors review a series of twenty-three cases 
of peripheral vascular disease which were treated by 
passive vascular exercise. 

In five of twelve cases in which a diagnosis of 
arteriosclerosis was made there was some subjective 
improvement, but little or no permanent change in 
the objective manifestations. In one case the pa- 
tient’s complaints were relieved and the appearance 
of the foot was definitely improved, but as in this 
case only eighteen and one-half hours of treatment 
were given it is doubtful whether the passive vas- 
cular exercise was responsible for the result. In six 
cases there was no change. 

Of eight cases of thrombo-angiitis obliterans, there 
was a slight decrease in the intermittent claudica- 
tion in two and no change in six. 

Of three patients with embolism, two died of the 
heart disease which had given rise to the embolus. 
The third recovered, but it is not known whether 
the recovery was due to the positive and negative 
pressure or to the papaverine treatments adminis- 
tered. 

Many of the patients felt better during the course 
of the treatment, but reported no permanent bene- 
ficial results when questioned two or more months 
later. 

The authors conclude that the passive vascular 
exercise did little good in this series of cases, and that 
it is difficult to say whether the beneficial results 
are to be attributed to that treatment or to the 
other measures employed concurrently. 

HERBERT F. Tuurston, M.D. 


Winslow, N., and Walker, W. W.: End-to-End Vas- 
cular Anastomosis. Ann. Surg., 1936, 103: 9590. 
After briefly reviewing the history of the anasto- 
mosis of blood vessels the authors describe a method 
of end-to-end vascular anastomosis developed in the 
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Laboratory of Experimental Surgery at the Univer- 
sity of Maryland. This operation is simple and does 
not require complicated equipment. It is an opera- 
tion of the invagination type performed over a ring 
of pigeon bone. Upon veins it has proved successful 
almost without exception. The only special prepara- 
tion of the raw bone is boiling for the purpose of 
sterilization. Without exception, the lumina of the 
vessels sutured by the described technique were 
still open after a year. 

In the discussion of this report HorsLey stated 
that a theoretical objection to an operation of the 
type described is that it sacrifices a good deal of the 
length of the blood vessel. Attention has been called 
to the importance of having the blood streams turned 
on fully to prevent clotting. In the old arteriovenous 
fistula methods of the type described cannot be used 
as the walls are thickened. 

NEWELL reported three cases in which he per 
formed an end-to-end anastomosis according to the 
technique of Horsley. One of the cases was that of 
a man whose brachial artery had been completely 
severed by a bullet. A perfect result was obtained. 
In the second case, that of a man who was slashed 
across the elbow by a knife with severance of the 
brachial artery at its bifurcation, the proximal end 
of the radial artery was ligated and an end-to-end 
anastomosis of the brachial to the ulnar artery was 
done with excellent results. In the third case, that of 
a boy who had been shot through the common fem- 
oral artery, an end-to-end anastomosis was done. 
When the patient was re-examined ten years after 
the operation there was a good flow of blood through 
the femoral artery. Newell stated that quite fre- 
quently an end-to-end anastomosis is followed by 
occlusion at the site of the suture. If this does not 
occur at once, the blood vessels will have an oppor- 
tunity to establish a collateral circulation and 
although permanent patency of the vessel may not 
be obtained the collateral circulation may be suffi- 
cient to preserve the extremity. 

HERBERT F. Tuurston, M.D. 








OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Woltman, H. W.: Postoperative Neurological Com- 
plications. Wisconsin M. J., 1936, 35: 420. 


Woltman does not restrict himself to postopera- 
tive complications that may be regarded as due to 
the anesthesia or in some manner to the operation 
itself, but includes also in his discussion the more 
common neurological and psychiatric disturbances 
that occur in patients who are convalescing in the 
hospital following an operation. 

Injury to the ulnar nerve by the edge of the 
operating table has almost become a thing of the 
past. When it occurs, physiotherapy and time are 
sufficient to bring about recovery. In cases of severe 
injury, however, recovery may require about two 
years. An ulnar neuritis in one or both arms may 
also appear gradually in the course of convalescence. 
In some cases it is due to impingement of the nerve 
between the arm and the bed. In others it is noted 
when the patient rests his arm on the unupholstered 
arms of an ill-fitting chair. This tardily developing 
neuritis is usually not so severe as the first type 
mentioned. The homologue in the lower limbs is 
neuritis of the peroneal nerve with resulting foot- 
drop and occasional numbness of the dorsum of the 
foot and the anterior surface of the leg. This condi- 
tion may be brought about by pressure on the mat- 
tress and by traction incidental to hyperextension 
of the knees on a sagging mattress. Another post- 
operative neurological complication is brachial 
neuritis. This almost always occurs'in women. The 
Trendelenburg position and inadequately padded 
shoulder rests are responsible for it. Faulty posture 
of the patient’s arms during anesthesia, such as 
placing them under the head, may, by traction and 
pressure, bring about brachial plexus palsy. Some- 
times the paralysis is hysterical. 

The most frequently paralyzed of the cranial 
nerves is the sixth nerve. Palsy of this nerve usually 
appears from seven to ten days after operation and 
is not permanent. Spinal anesthesia may be followed 
also by other cranial nerve palsies, lesions of the 
spinal nerves, spinal cord, brain, and caudal lesions 
of one kind or another, but is not necessarily respon- 
sible for them. 

Hemiplegia occurs with about equal frequency in 
both sexes. It may develop in children and very 


aged patients, but the average age of its occurrence 
is about fifty years. The illnesses leading to the 
operations followed by this complication are pretty 
well distributed throughout the fields of general sur- 
gery, and the types of anesthesia—inhalation, infil- 
tration, and spinal—are equally well represented. 
Occasionally hemiplegia may be present when the 
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patient awakens, but the average interval between 
the operation and its onset is about seven days. 
Woltman attempted to determine the cause of such 
hemiplegias. He believed it reasonable to assume 
that embolism of cardiac origin was responsible in at 
least a third of the cases. In some cases arterial 
spasm seemed to have been the cause. In two cases 
the hemiplegia was due to a disturbance of the cir- 
culation on the venous side. Of the series of pa- 
tients with hemiplegia, slightly fewer than half 
recovered completely, a third died within thirty- 
five days, and the remainder had more or less 
residual disability. The possibility that fat em- 
bolism of the cerebral vessels may cause postopera- 
tive hemiplegia is unlikely. Lhermitte and Aman- 
Jean have reported a case of hemiplegia caused by 
air embolism. The question often arises whether 
hemiplegia following an operation performed for 
carcinoma is due to metastasis. This is rarely the 
case in hemiplegia of abrupt onset since metastatic 
nodules produce their symptoms less quickly. When 
hemiplegia occurs with empyema of the chest, it 
may presage the formation of an abscess in the brain. 

As a rule convulsions make their appearance 
within ten days following operation. They are not 
to be regarded as of little importance as they are 
generally symptomatic of an organic cerebral lesion. 
They may be local or general, tonic or clonic, and are 
often followed by paralysis. Spinal puncture is not 
only of diagnostic help but also of therapeutic value. 
When convulsions occur it is well to administer 
phenobarbital daily for a few months. Normally, 
there seems to be a certain resistance to convulsions. 
They should be prevented whenever possible in the 
hope that grand or petit mal will not be added to the 
patient’s burden. 

When extrapyramidal rigidity occurs, a tentative 
diagnosis of meningitis is usually made because the 
neck is found to be rigid. Continued application of 
pressure in raising the head will gradually permit 
complete flexion of the head on the thorax, which is 
not true in meningitis. On further observation it 
will be found that the head may sink slowly when it 
is teleased, and possibly some resistance may be 
noted when it is pushed down on the pillow. The 
limbs also exhibit lead-pipe rigidity, but continued 
pressure during the performance of Kernig’s test 
will make it possible to extend the legs completely. 
The abrupt spasm noted in meningitis on palpation 
of the hamstring muscles whenever a given angle is 
reached does not occur. 

In extrapyramidal rigidity the tendon and pupil- 
lary reflexes may be absent or present, a tremor may 
or may not be present, the mind may be clear or con- 
fused, or the patient may be comatose. In one case 
the globes of the eyes were deviated upward. This 











rt we eH 


| al 
— 








condition has been observed following various types 
of anesthesia. It may be present when the patient is 
first seen following the operation or appear several 
days later. It is a serious sign, but in some cases 
recovery results. It appears to be of toxic origin. 
In the nervous system, the disturbance is probably 
situated in the basal ganglia. A condition somewhat 
similar, but resembling more closely decerebrate 
rigidity, has been observed following spinal anes- 
thesia in which the usual dose of the anesthetic is 
administered to a patient with profound anemia. In 
cases of anemia the dose of anesthetic agent given 
intraspinally should be sharply reduced, as Lundy 
has emphasized. 

One of the most interesting groups of postoperative 
complications are the deficiencies. These are prob- 
ably much more common than is generally realized 
and are related to the psychoses. The substratum 
of such complications is often present for months or 
years before the operation. In the treatment, it is 
highly important to administer adequate amounts 
of fluids and food. Large intramuscular doses of liver 
extract also hasten recovery. 

Following anesthesia or operation there may be a 
change in the patient’s behavior. Postoperative 
mental disorders vary in type and duration and in 
the patient’s ability to recover from them. Most of 
them belong to the limited group of “postoperative 
psychoses.” In frequency these are followed by the 
group which may safely be called “toxic-infective- 
exhaustive psychoses,” in which the immediately 
preceding and following psychoses are usually includ- 
ed. These in turn are followed by the deficiencies 
which are followed by the manic-depressive group, 
and the latter by the senile, schizoid, epileptoid, 
mental instability, and other groups. 


Bottin, J.: Postoperative Pulmonary Complica- 
tions. The Influence of the Previous Condition 
of the Lung on the Evolution of Pulmonary 
Emboli (Les complications pulmonaires post- 
opératoires. Influence de l’état pulmonaire antérieur 
sur l’évolution des embolies pulmonaires). Rev. de 
chir., 1936, 55: 403. 

The author states that when large emboli consist- 
ing of segments of vein containing lead or lipiodal 
are introduced into the jugular or femoral vein of 
animals they lodge in the lung and cause infarction 
which is often followed by abscess. It makes little 
difference whether the embolus is infected or sterile, 
so long as it is large. The production of infarction by 
this method is so different from the development of 
infarction in man that it is of little value. Very small 
emboli usually cause few or no clinical symptoms 
though they produce changes which can be found 
on roentgen and postmortem examination. Asarule 
dogs with such lesions remain in apparently good 
health. Multiple. small emboli released simultane- 
ously produce essentially the same reaction as a 
single large embolus. 

Small single emboli injected into old dogs with 
presumably some disease of the lung tend to act in 
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the same manner as larger emboli in young healthy 
dogs. 

If a single small embolus is injected, lodges in the 
lung, and produces roentgenological changes even in 
the absence of clinical signs, and then a second 
embolus is released, the effect of the second embolus 
in the presence of the change caused by the first one 
may be relatively serious. 

Similarly, if the lung is traumatized by causing the 
animal to inhale bromine gas and a small embolus 
is injected while the lung is still inflamed, severe 
symptoms and pathological changes will usually 
occur and as a rule will be followed by death. 

If the lung is traumatized by the bronchoscopic 
injection of infected material from a lung abscess, 
the injection of a small embolus, infected or not, will 
usually cause serious disturbance and death. 

On the other hand, if the trauma caused by the 
inhalation of bromine gas or by the endobronchial 
injection of infected material is actively treated and 
allowed to heal before the injection of a single small 
embolus, the result of the second injection will be 
essentialiy the same as that in a healthy animal. 

From this experimental evidence the author draws 
the following conclusions: 

1. A large embolus, whether infected or not, is 
liable to cause serious consequences. 

2. Single small emboli cause relatively little dis- 
turbance provided the lung is in a healthy condition. 

3. If the lung is already diseased, even insufficient- 
ly to cause marked clinical symptoms, a single small 
embolus usually causes serious consequences. 

4. If pre-existing disease of the lung is eradicated 
or alleviated by suitable therapy, the effect of a 
single small embolus is relatively benign and much 
the same as that occurring in normal animals. 

Max M. ZINNINGER, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Foshay, L., and Mayer, O. B.: Viability of Bacteri- 
um Tularense in Human Tissues. J. Am. M. 
Ass., 1936, 106: 2141. 

A patient with the ulceroglandular form of tula- 
remia, treated by antiserum, developed tularemic 
infection of the olecranon bursa three months after 
the onset of the disease and one month after termi- 
nation of the disability. No constitutional symp- 
toms accompanied the bursitis. The regional symp- 
toms and signs and the cellular reaction within the 
bursal fluid indicated a mild subacute or chronic infec- 
tious process. Viable virulent bacterium tularense 
was obtained from the fluid by direct cultures and 
by animal inoculations four months and five months 
after the onset of illness, corresponding to the second 
and third months after the termination of all dis- 
ability. The bacterium tularense can survive in cer- 
tain tissues of recovered patients for long periods. 
The ultimate outcome of the bacterial seclusions 
seems to depend upon the solidity of the established 
bacteriostatic equilibrium. Tularemic infection is a 





57° 


distinct danger to the heart especially when there is 
pre-existing vascular disease. 
About eight months after the onset of the disease 


in the case reported the patient had an acute heart - 


attack. The electrocardiogram showed complete 
heart block with evidence of coronary disease. Five 
days later conduction was re-established and the 
ventricular rate was 90 per minute. 

In a review of the literature the authors found the 
reports of several cases in which the patient died 
suddenly from an acute heart attack during con- 
valescence from tularemia. 


MANUEL E. LicuTENsTEIN, M.D. 


The Treatment of Tetanus. Brit. VM. J., 


IIQI. 


Cole, L.: 
1930, I: 
The almost universal use of prophylactic tetanus 
antitoxin after deep and infected wounds has been 
successful in preventing tetanus. Its prophylactic 
value has been conclusively proved. The antitoxin 
should be given within twenty-four hours in all 
cases of wounds of any type in which anaerobic con- 
ditions may develop. Wounds considered compara- 
tively superficial are frequently complicated by 
tetanus. Superficial abrasions and mild pustular 
lesions which scab over produce the anaerobic con- 
ditions necessary for the development of the condi- 
tion. Such wounds are frequently neglected by the 
patient and improperly treated by the doctor. The 
danger of comparatively slight wounds of this type 
is not yet sufficiently recognized by the laity or the 
medical profession. 

There are five types of tetanus which merge one 
into the other. They range from local tetanus to 
general tonic rigidity followed by frequent reflex 
spasms and death. Occasionally cephalic tetanus oc- 
curs. Meyer and Ransom state that the severity of 
the case depends upon the amount of toxin absorbed. 
They suggest a probable mechanism of the produc- 
tion of the symptoms. In local tetanus a very small 
amount of toxin slowly ascends the axis cylinder of 
an adjacent motor nerve, affecting the anterior horn 
cells of the cord, and producing local muscle rigidity. 
Small amounts of toxin are in some way destroyed 
so that none is left to diffuse further into the nervous 
system. As larger amounts of toxin are absorbed 
into the general circulation more nerve elements are 
affected; hence the increase of symptoms to the 
type of frequent almost continuous convulsions. In 
cephalic tetanus following severe head wounds large 
amounts of toxin pass up the short cranial nerves, 
rapidly affecting the cranial nerves and _ basal 
ganglia. 

The diagnosis of tetanus is based on the early 
symptoms of stiffness of the jaw. Frequently these 
are accompanied by pain in the neck, back, and 
abdomen. As a rule fixed arching of the back, an 
increase in the tone of the muscles, and risus sar- 
donicus occur within the first twenty-four hours. 

From the standpoint of treatment it is important 
to evaluate the severity of the condition as soon as 
possible. Its severity is usually inversely propor- 
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tional to the length of the incubation period. A 
more important factor in the prognosis is the time 
between the appearance of the first symptom and 
the occurrence of the first generalized spasms. The 
author terms this the “period of onset.’’ On the 
basis of twenty-five cases he states that if, in an 
otherwise healthy patient, the incubation period is 
more than seven days, the period of onset is more 
than two days, and both periods are more than nine 
days, recovery is likely to o¢cur, whereas if the in- 
cubation period is less than seven days, the period of 
onset is less than two days, and the combined periods 
are less than nine days, recovery is unlikely. 

The treatment of tetanus should be begun prompt- 
ly and should include: (1) the prevention of further 
absorption of the toxin by the central nervous sys- 
tem; (2) the control of reflex spasms, which kill by 
exhaustion or by respiratory spasm and asphyxia; 
and (3) maintenance of strength by the administra- 
tion of sufficient food and fluid and measures to 
promote sleep. 

Experimental evidence presented by Weed, Florey, 
and Fildes has shown that the intrathecal and cis- 
ternal routes for administration of antitoxin possess 
no advantage over the intravenous route. In fact, 
intrathecal injection of serum has the disadvantage 
of producing, in some cases, a serous meningitis 
which may give rise to an exacerbation of the symp- 
toms. Repeated daily doses of serum are not in- 
dicated. The work of Spooner has shown that seven 
days after the injection of 200,000 units of tetanus 
antitoxin, more than ro units of antitoxin per cubic 
centimeter, that is, a total of 50,000 units, and at the 
end of fourteen days between 3 and 5 units per 
centimeter still remain in the circulating blood. 
Therefore it seems doubtful if any advantage is 
gained from a further injection of antitoxin before 
the tenth day. This conclusion was proved reason- 
able in the author’s last fifteen cases which were 
treated by one large intravenous dose of antitoxin 
(usually 200,000 units) given as soon as possible. 
The antitoxin prevents further absorption of the 
toxin from the blood, but there is no evidence that 
it neutralizes toxin already absorbed by the nerve 
cells. 

Treatment of the wound should be postponed 
until one hour after the injection of a large dose of 
antitoxin. Thorough local treatment of the wound 
is then very important. It should consist chiefly of 
mechanical cleansing, the removal of devitalized 
tissue and foreign material, and adequate drainage. 

Control of reflex spasms is another essential. 
These spasms interfere with the patient’s rest, feed- 
ing, and respiration. In the author’s cases avertin 
is given by rectal instillation in doses of from 0.07 
to o.1 c.cm. per kilogram of body weight. This 
usually stops the reflex spasms and relaxes the jaw 
for a period of from four to six hours. As soon as 
spasms begin to return another dose is given, the 
amount depending upon the effect of the amount of 
the preceding dose. Respiratory depression should 
be treated by appropriate measures such as the use 
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of carbogen and atropine. When the spasms become 
less infrequent, paraldehyde may be given rectally 
in normal saline solution (1 drachm to 1% oz. of 
saline solution) in doses up to 6 drachms. It may 
be alternated with avertin, but is not so good as 
avertin alone. 

Because of the risk of respiratory paralysis the use 
of curare and its derivatives seems inadvisable, 
especially since avertin can do all that is hoped for 
from curare, with very much less danger. 

The patient’s strength must be maintained with 
an intake of at least 2,000 calories daily. After the 
spasms are controlled a Levine tube may be passed 
for feeding. Stomach tubes should be removed daily 
and properly cleansed. It is essential to have ex- 
perienced nurses. The patient should be placed on 
an inflated mattress, the bed clothes cradled, and 
the room darkened. 

In conclusion the author expresses the opinion 
that the described regimen will prevent death in 
cases in which a lethal dose of tetanus toxin has not 
become fixed in the nerve tissue. 

Joun E. Kirkpatrick, M.D. 


ANESTHESIA 


Haller: General Anesthesia Induced With Sodium 
Evipan (Anesthésie générale 4 l’évipan sodique). 
Bull. et mém. Soc. d. chirurgiens de Par., 1936, 28: 247. 

Haller notes that while various barbiturates have 
been used for basal anesthesia in association with 
general anesthetics, sodium evipan is the only one 
which is employed as a general anesthetic for the 
entire operation without any supplementary anes- 
thesia. This is due to two advantages of sodium 
evipan—the wide margin between the anesthetic and 
the toxic dose, and the lack of a cumulative effect. 

Haller employs a freshly made 10 per cent solution 
of sodium evipan in distilled water (1 gm. of evipan to 
each 10 c.cm.). This is injected intravenously into 
the arm, the dose varying according to the condition 
of the patient and the nature of the operation. The 
injection is given at the rate of 1 c.cm. a minute 
until the patient is asleep. It then may be given at 
the rate of 1 c.cm. per one-half minute until the 
necessary degree of surgical anesthesia is obtained, 
as shown by dropping of the jaw and disappearance 
of the corneal reflex. The patient experiences no 
discomfort during the administration of the anes- 
thetic. When surgical anesthesia has been obtained 
the operation is begun and glucose solution is given 
intravenously drop by drop. If the operation is 
prolonged or the anesthesia is not maintained satis- 
factorily, from % to 1 c.cm. of the evipan solution 
can be given simultaneously. 

During anesthesia induced with sodium evipan 
the patient is usually pale because of the drop in the 
blood pressure which as a rule results from the ad- 
ministration of evipan. In abdominal operations 
rigidity of the abdominal wall has been noted. As 
patients are apt to show considerable restlessness 
and excitability on coming out of evipan anesthesia, 
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an injection of morphin is given at the close of the 
operation. 

In the forty-six cases reviewed from 1 to 13 c.cm. 
of the evipan solution were necessary to obtain 
physiological sleep; from 114 to 13 c.cm. to obtain 
surgical anesthesia; and from 0.50 to 17 c.cm. to 
maintain the necessary degree of anesthesia. The 
total dose used from the beginning to the end of the 
operation varied from 2 to 26 c.cm. of the solution, 
which was equal to from 0.20 to 2.60 gm. of the so- 
dium evipan. Supplementary anesthesia was neces- 
sary in only one case. In two cases the results were 
not entirely satisfactory, but the operation was com- 
pleted without other anesthesia. In forty-three 
cases the anesthesia was “perfect.” 

The patients ranged in age from ten to sixty-nine 
years. Thirty-six of them were females. Fourteen 
gynecological operations were performed. Most of 
the operations were laparotomies. 

ALIcE M. MEYERS. 


Schuberth, O. O.: On the Disturbance of the Cir- 
culation in Spinal Anesthesia. An Experi- 
mental Study. Acta chirurg. Scand., 1936, 78: 
Supp. 43. 

When starting the work reported the author 
planned to study the changes in the circulation ex- 
pressed by the fall in blood pressure in spinal 
anesthesia by examinations of human subjects. Be- 
cause of difficulties encountered in methods the 
greater part of the work was later carried out by 
experimental investigations on animals. 

Schuberth presents a brief review of the recent 
literature on shock. He defines the condition as 
peripheral circulatory insufficiency. The question 
is raised, Does the great fall in the blood pressure 
during experimental anesthesia indicate that a con- 
dition of shock is present? Before answering this 
question he states that it is necessary to determine 
how the circulation is affected. To do this the car- 
diac output, venous pressure, and circulating blood 
volume during experimental anesthesia must be 
studied. To complete these studies is the author’s 
first aim. 

The author presents a review of the various 
theories regarding the cause of the fall in blood 
pressure during spinal anesthesia. The two theories 
between which a choice must be made are, (1) 
Paresis of the vasoconstrictors, possibly with special 
emphasis on the splanchnic changes, (2) Primary 
respiratory disturbance with secondary circulatory 
derangement. The second purpose of the author’s 
researches is to assist in making clearer the causes 
of the fall in the blood pressure in spinal anesthesia. 

In experiments on rabbits it was found that spinal 
anesthesia caused a moderate decrease in the oxygen 
consumption. A slight decrease occurred in the 
oxygen content of the arterial blood, a considerable 
decrease in the oxygen content of the venous blood, 
a considerable increase in the arterial-venous oxygen 
difference, and a considerable decrease in the cardiac 
output per minute. 
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Determinations in man disclosed no definite 
changes in the oxygen consumption though a slight 
decrease is probable. The arterial-venous difference 
was increased. In four cases the cardiac output 
showed a decrease combined with a marked fall in 
the blood pressure. 

In rabbits, the pressure in the right auricle showed 
no change or a slight decrease when the anesthesia 
was not combined with respiratory failure. Ac- 
cordingly there is reason to consider the circulatory 
disturbance in spinal anesthesia as shock. In rabbits 
and cats the circulating blood volume, i.e., plasma 
plus red cell volume, showed no change. The ab- 
sence of a decrease in the blood volume in a funda- 
mental manner differentiates the shock of spinal 
anesthesia from most other kinds of shock. 

In rabbits, the red cell hematocrite value showed 
a decrease. The author attributes this to a displace- 
ment of the corpuscular elements of the blood 
toward the capillaries. No sure increase in the 
capillary content of blood corpuscles was noted. 

In rabbits under spinal anesthesia affecting the 
greater part of the thoracic cord, recording of the 
tidal air disclosed no change because of the paresis 
of the intercostal muscles. There is no support for 
the opinion that the fall in the blood pressure is 
secondary to this paresis. Neither does the tidal air 
in spinal anesthesia in man show any change that can 
explain the considerable fall in the blood pressure 
that may occur. Experiments on rabbits showed 
that, even in spinal anesthesia including the whole 
thoracic cord, the respiration is sufficient for satura- 
tion of the blood passing through the lungs. The 
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decrease in the oxygen content of the arterial blood 
is explained by the simultaneously falling hemato- 
crite values. 

From the results of his studies the author con- 
cludes that in the treatment of the fall in the blood 
pressure associated with spinal anesthesia heart 
stimulants are evidently not indicated. Injections 
of cardiazol or coramin have very little effect as they 
act over the vasomotoric center which, because of 
the paresis of the vasoconstrictors to large parts of 
the body, has no opportunity of asserting its full 
influence. Strychnine has little effect for the same 
reason. Adrenalin and ephedrine, which attack the 
peripheral vessels directly, are of very great im- 
portance. 

Physiological Ringer solution given by vein is 
also indicated. All the fluid injected remains in the 
blood stream and therefore assists in increasing the 
cardiac output and stabilizing the blood pressure. 
The author has found that such an intravenous in- 
jection of liquid has a strikingly rapid and lasting 
effect on a falling blood pressure in spinal anesthesia. 
He therefore believes it should be used to a greater 
extent than it is at present. 

Trendelenburg’s position, creating favorable con- 
ditions for venous return from the lower parts of the 
body, assists in increasing the cardiac output. Car- 
bon dioxide causes a rise in the blood pressure by 
influencing the arterioles and should be used by 
combining a 5 per cent mixture with oxygen. Pure 
oxygen produces no effect as the oxygen of the air 
alone is sufficient for satisfactory saturation of the 
arterial blood. HERBERT F. Tuurston, M.D. 








PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Brovelli, M., and Dolfini, G. E.: Lymphography 
(La linfografia). Radiol. med., 1936, 23: 293. 


The authors present a comprehensive review of the 
literature and report their experiments on roent- 
genography of the lymphatic system with colloidal 
thorium dioxide in certain lower vertebrates and 
mammals. In the latter, the subcutaneous, intra- 
venous, intraglandular, and intraparenchymal (he- 
patic, testicular) routes were used. An important part 
of the experiments was a comparison of the roent- 
genographic and histological findings. 

In frogs, snakes, and fish, colloidal thorium 
dioxide injected subcutaneously in massive doses 
was rapidly absorbed by the lymphatic system, 
whence it passed into the blood and was finally fixed 
by the endothelium of the spleen and liver. The 
entire lymphatic system was rendered visible. The 
animals died after two or three days with an intense 
edema. 

In guinea pigs, rabbits, and dogs, small doses were 
used to make visible limited areas of the lymphatic 
system, the purpose being to work toward a method 
applicable to man. The results partially confirm and 
also extend the findings of other investigators. By 
injection into the tongue, nasal mucosa, and sub- 
cutaneous tissue of the limbs, the lymphatics and 
nodes of the respective regions were roentgeno- 
graphed (Fig. 1). Injection into the popliteal gland 
brought out the vessels up to, and including, the 
thoracic duct. When the metal was introduced into 
the parenchyma of certain organs, it was absorbed 
through the lymphatics. After intrahepatic injec- 
tion, the retrosternal channels were visible. By in- 
jection into the testicle, an especially fine demonstra- 
tion of the intraglandular network and efferent 
vessels was obtained (Fig. 2). 

The passage of thorium through the lymphatic 
system is effected by both mechanical and biological 
factors. Visibility immediately after the injection is 
due to mechanical causes. To obtain clear pictures, 
sufficient pressure at the site of the injection is 
essential. If the pressure is too low to inject the 
lymph nodes, demonstration of the lymphatic vessels 
is very difficult. Success depends also on gauging the 
brief period of optimum visibility. Many failures are 
due to too long delay in the making of the roent- 
genograms. Within the first hour, the lymphatics 
are filled with thorium, partly free and partly 
phagocytosed. The glands produce a delicate uni- 
form shadow surrounded by a network of afferent 
vessels as the lymph loaded with thorium distends 
the sinuses. Later, as the vis-a-tergo diminishes and 
phagocytosis increases, collections of thorium cells in 
the sinuses slow down the efferent current. The 





Fig. 1. Dog. Five minutes after injection of colloidal 
thorium dioxide into the subcutaneous tissue of the foot. 


glands then present a characteristic spongy appear- 
ance as the follicles are only slightly impregnated 
(Fig. 3). After a few months the lymphoid tissue 
practically disappears, the reticular system is hyper- 
trophied, and the thorium is taken up completely by 
phagocytes gathered in sharply defined cords 
(Fig. 4), thus giving the glands a stippled appear 
ance. The vessels, especially the efferent channels, 
are often occluded by a syncytium of thorium cells 
or thrombi of coagulated lymph and masses of 
thorium (late permanent visibility, “‘rosary” appear- 
ance). The perviousness of the glands is increasingly 
reduced without being abolished, and the process is 
repeated in each successive gland of the chain. 
When the channels are blocked, when the ab- 
sorbent capacity of the glands is exceeded, or when 
the injection is made into a tissue poor in lymphatics, 
the mechanism of transportation is different. The 
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Fig. 2. Dog. Intratesticular injection. 
phagocytes then migrate along the sheaths of the 
lymphatic and blood vessels, the aponeuroses, the 
perimysium, and the loose connective tissue. There- 
fore, a roentgenogram of the fascicular structure of 
aponeuroses and muscles may sometimes be ob- 
tained. ; 

The authors conclude from their experiments that 
the methods used do not permit exact measurement 
of the normal velocity of the lymph current as the 





Fig. 3. Popliteal gland of a dog one hour after injection, 
showing the characteristic spongy appearance which con- 
tinues for many months. 
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Fig. 4. Lymph gland one year after injection, showing 
cords of thorium phagocytes joined into syncytia and sur- 
rounded by capsules of proliferating cells of the epithelioid 
type. The lymphoid tissue has disappeared. and there is no 
free thorium 


experimental factors are too variable. However, a 
reliable picture of the perviousness of the lymph 
channels is usually obtained. From the study of the 
roentgenographic appearance of the lymph nodes 
practical results may be expected since the findings 
prove that this corresponds in minute detail to the 
histological disposition of the metal. The roent- 
genograms give an orientation as to the perviousness 
of the sinuses and the phagocytic capacity of differ- 
ent parts of the gland, and it may be assumed that 
unusual appearances are related to structural 
changes. 

The article is accompanied by roentgenograms, 
photomicrographs, and an extensive bibliography. 

M. E. Morse, M.D. 


Capocaccia, M., and Vallebona, A.: Roentgen 
Therapy, Short-Wave Treatment, and Thorium 
Preparations (Roentgenterapia, marconiterapia e 
preparati di torio). Radiol. med., 1936, 23: 389. 

For the last few years Capocaccia and Vallebona 
have studied the possibility of using substances 
which are capable of sensitizing certain cells or cell 
groups to the action of x-rays. They found that 
colloidal thorium oxide causes such sensitization. 
In extending their studies to short waves they at- 
tempted to modify the distribution of the colloidal 
thorium oxide so as to increase its fixation in certain 
cells or cell groups or cause the fixation of large 
quantities in organs which normally are capable of 
fixing only small quantities. 

In summarizing their results they state that after 
fixation has occurred there is no mobilization of 
thorium preparations even following intense short- 
wave treatment. Strong doses of short waves ad- 
ministered during the impregnation retard fixation 
of the thorium, whereas small doses of short waves 
facilitate its fixation in the liver and spleen. 

Histological examination shows that impregna- 
tion with colloidal thorium oxide makes the organs 
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more susceptible to the harmful action of short waves. 
The observations made with thorium and x-rays are 
identical with those made with thorium and short 
waves. In organs which have the ability to fix 
greater quantities, such as the liver, spleen, and lung, 
thorium injected in quantities equivalent to those 
used for hepatosplenography in clinical cases causes 
congestive changes and cellular degeneration which 
ranges from simple cloudy swelling to fatty degener- 
ation. These changes involve also the kidney, which 
appears to be in a state of nephrosis. Under the in- 
fluence of short waves, thorium acquires a necrotiz- 
ing action on tissues. Short waves alone, used in the 
same doses and under the same conditions, do not 
have this effect on normal tissue. 

The authors conclude that short waves applied to 
a tissue produce a stimulation strong enough to 
cause increased local fixation of intravenously in- 
jected thorium. This finding opens new pathways of 
research. 

While it has been definitely established that short 
waves increase the injurious effects of thorium on the 
tissues, colloidal thorium injected in the quantities 
used for hepatosplenography exerts an injurious 
action on the parenchyma of organs which are 
capable of fixing greater quantities, such as the 
reticuloendothelial system. ‘Therefore hepatosple- 
nography should be carried out with caution and 
only in exceptional cases. 

From the therapeutic point of view, the combina- 
tion of x-rays and thorium may have a considerable 
practical value and should be studied further. 

RIcHARD E. Soma, M.D. 


MISCELLANEOUS 


Ruppanner, E.: Climatic and Solar Therapy in 
Surgical Tuberculosis (Zur Frage der Klima- 
und Sonnenbehandlung bei chirurgischer Tuberku- 
lose). Wien. klin. Wehnschr., 1936, 1: 229. 


On the basis of his experience in the treatment of 
surgical tuberculosis in Oberengadin over a period 
of twenty-five years, the author discusses several 
important factors in the climatic treatment of the 
condition. He states that while sunlight is a potent 
curative agent, a change of climate is also of great 
importance, as was recognized by Hippocrates. 
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Campbell of Pontresina found that when inhabitants 
of mountainous regions were treated in the low- 
lands excellent results were obtained. Ruppanner 
has found that solar and climatic treatment have a 
curative effect only when the body is exposed to in- 
creased sunlight in a different climate. He warns 
that sun treatment must not be over-estimated 
although it has given lasting cures especially in 
tuberculous spondylitis, sacrococcygeal inflamma- 
tion, tuberculosis of the wrist, multiple foci of tuber- 
culosis in soft tissues, and tuberculous peritonitis. 
As its results are particularly good in young pa- 
tients, non-surgical treatment should be continued 
as long as possible in the cases of children. However 
it is difficult to answer the question whether the fre- 
quently brilliant results of heliotherapy are perma- 
nent results or merely pseudo-cures. Positive cure 
of surgical tuberculosis by purely conservative treat- 
ment is likewise difficult to prove. Often in the cases 
of patients who felt and looked well and who died of 
some acute disease, autopsy has revealed active foci 
in the bones and joints. 

The importance of thorough tanning of the skin, 
which many physicians regard as a good indication 
of cure, must not be over-estimated. 

There are patients who cannot be cured despite 
years of treatment in high mountainous altitudes. 
Therefore operative treatment of tuberculosis of 
bones and joints has again come into general favor. 
The duration of the non-surgical treatment is an 
important consideration in this disease as adults 
especially are often unable to bear so much loss of 
time and prolonged treatment often breaks down 
their morale. Therefore climatic and solar treat- 
ment must be kept within certain time limits. 

In tuberculous spondylitis and coxitis and tuber- 
culous inflammation of the wrist, operative proce- 
dures are inadvisable even in the cases of adults. 
The knee joint, however, is a favorable site for op- 
eration, as are frequently also the elbow, shoulder, 
and ankle. 

In the cases of patients receiving proper general 
treatment for some time before operation, resection 
is followed by particularly good and rapid healing. 

Patients operated upon for surgical tuberculosis 
should be given postoperative climatic therapy. 

(SALZER). Marutas J. Serrert, M.D. 











CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Traina Rao, G.: Researches and Considerations 
Regarding the Lipoid Exchange of the Non- 
Pregnant Woman and on Certain Physiological 
and Pathological Obesities (Ricerche e consider- 
azioni sul ricambio lipidico della donna non gestante 
e su talune adiposi fisiologiche e patologiche). Riv. 
ital. di ginec., 1936, 19: 1. 


The author studied the blood of non-pregnant 
women with respect to total fat, neutral fats, phos- 
phatides, soaps, and cholesterin. On the basis of 
the findings of this investigation and studies of a 
number of obese women whose cases he reports in 
detail he discusses the characteristics of the various 
types of obesity. He states that obesity of the hypo- 
thyroid type occurs chiefly in the upper portions of 
the body (upper thorax, neck, back, and face) and 
often progresses to small roll formations. Hypo- 
physeal obesity affects chiefly the breasts, abdomen, 
mons veneris, and nates. Obesity of genital original 
is localized in the pelvitrochanteric regions and 
may lead to pedunculated or apron formations, 

He believes that the lipomas should be classified 
with the obesities. The numerous types of lipomas, 
which have been designated by various terms accord- 
ing to the morphological character of the adipose 
mass and the collateral clinical symptoms, have so 
many characteristics in common that they may all 
be classified together. The theory of a single causa- 
tive factor is supported also by the evident relation- 
ship of the various types to a hereditary factor, the 
constitution, the vegetative-endocrine system, and 
the sex glands. The causative factor is probably a 
disturbance of the fat equilibrium at some stage in 
the process of lipoid exchange. The author reviews 
the stages of lipoid exchange to show the possibilities 
of such disturbances. A. Louts Rost, M.D. 


Peters, R. A.: The Biochemical Lesion in Vitamin-B 
Deficiency. Lancet, 1936, 230: 1161. 


Pigeons fed on diets deficient in Vitamin B, de- 
velop two fairly well-marked and different states. 
The first or chronic state is characterized by varying 
degrees of wing and leg weakness and spasticity, 
which respond slowly to diets rich in Vitamin Bi. 
Although polyneuritis is considered to be the cause 
of the manifestations, proof of the existence of such 
a pathological lesion is still lacking. The second, or 
acute, state is characterized by impairment of vision, 
opisthotonus, and cartwheel convulsions. Exercise, 
noise, and strong light exaggerate the latter two 
symptoms. In the terminal stage, failure of tem- 
perature regulation occurs. All of these symptoms 
usually disappear rapidly after the injection of 
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Vitamin B;. The author’s conviction that a clue to 
the nature of the acute manifestations would be 
found in the brain led to a series of biochemical 
researches upon the latter. 

Brain tissue from pigeons which was removed 
within ten seconds after death and immediately 
plunged into liquid air, showed an increase in the 
lactic acid content of the lower parts of the brain 
and the optic lobes, but not in that of the cere- 
bellum. Because of this uneven distribution, atten- 
tion was directed toward local factors. The oxygen 
uptake of tissue from various parts of the brain was 
therefore studied in the Barcroft microrespirometer 
to determine whether, in avitaminous birds, there 
were variations from the normal in tissue respiration. 
None was found unless glucose or lactate solution 
was added as a substrate, when the respirations 
were lowered and there were lactic acid accumula- 
tions especially in the lower parts of the brain. As 
avitaminous birds treated with Vitamin B; failed to 
show these changes, the latter were considered 
specific of vitamin deficiency. When Vitamin Bi 
was added to avitaminous brain in vitro, the normal 
oxygen uptake was restored. As this occurred after 
the addition of very small quantities, the action was 
evidently catalytic. On normal brain the vitamin had 
practically no effect. These facts seem to warrant 
the conclusion that Vitamin B; is needed for the 
oxidative removal of lactic acid. 

Further experiments by the author established 
the specificity of Vitamin-B; deficiency in affecting 
sugar metabolism at some point related to the 
3-carbon stage and thus affecting the removal of 
lactic acid. The work of Meiklejohn demonstrated, 
however, that when Vitamin B; is added to avitami- 
nous brain the removal of lactic acid is not directly 
increased although the oxygen uptake is increased. 
This suggested that the effect is exerted primarily 
upon an intermediate product. The latter was 
found to be pyruvic acid. When the blood of 
avitaminous animals is examined, pyruvic acid in 
relatively large amounts is found. It disappears 
when treatment with Vitamin B, is begun. 

As the acute symptoms of avitaminosis cannot be 
produced by injections of lactate and the amounts 
of pyruvate found in the blood are small, there is no 
support for the toxic theory of avitaminosis. There- 
fore only the theory of pure deficiency remains. 
On the basis of this theory, the absence of an im- 
portant factor in the development of energy from 
carbohydrates would be sufficient to stop the normal 
functioning of some group of nerve cells. Those 
cells which normally have the most work to do 
might be expected to run out of their supply of the 
catalyst Vitamin B, sooner than others. In other 
words, if the normal metabolism of glucose at any 
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stage is interrupted, the brain cells do not function 
properly. By analogy, other factors which interfere 
with some stage of sugar metabolism will have the 
same effect. Among these may be mentioned 
asphyxia, insulin overdosage, cyanide poisoning, 
and anesthetics such as chloroform. 

The prolonged nature of the chronic symptoms 
suggests the existence of more extensive cell changes. 
Prickett has described disseminated foci of hemor- 
rhage, or intense congestion of one or both sides 
involving Deiter’s nucleus, the chief vestibular 
nucleus of Bechterew, and the nucleus solitarius. 
In spastic beri-beri in pigeons, the author observed 
disseminated hemorrhage in the pons, medulla, or 
cerebellum, and to a lesser extent in the optic lobes 
and cerebral hemispheres. 

The relationship of the experimental production 
of avitaminosis in animals and the occurrence of 
beri-beri in man is demonstrated to some degree by 
the detection of pyruvate in the blood of patients in 
China where the disease is relatively common. 

Artuur S. W. Tovurorr, M.D. 


Warren, S., and Gates, O.: The Fate of Intraven- 
ously Injected Tumor Cells. Am. J. Cancer, 1936, 
27: 485. 

The authors compare the results of intravenous 
injections of artificial and natural suspensions of the 
cells of the Walker carcinoma 256 in the Sloniker 
strain of white rat. 

The uninjured cells in natural suspension produce 
earlier and more numerous pulmonary nodules. 
The mechanism of metastasis is the same with both 
inocula. Blood has no toxic effect on tumor cells. 

Involvement of extravascular tissue occurs rarely 
by direct penetration of the arteriolar wall, but 
usually by growth through the less resistant capil- 
lary walls. Hyaline thrombi appear early and dis- 
appear early without organization. There is no 
reaction of the endothelium to tumor tissue. 

The most important factor in the occurrence of 
metastasis is the growth potentiality of the individ- 
ual cells. SAMUEL Kaun, M.D. 


Bittner, J. J.: The Spontaneous Incidence of Lung 
Tumors in Relation to the Incidence of Mam- 
mary Tumors in an Inbred Strain of Albino 
Mice (Strain A). Preliminary Report. A m.J.Can- 
cer, 1936, 27: 519. 

Females of the inbred A strain of mice inherit the 
susceptibility to breast-tumor and lung-tumor for- 
mation. Parity results primarily in mammary tu- 
mors. The incidence of pulmonary tumors in males 
is approximately the same as in virgin females and 
compares with the incidence of mammary tumors in 
breeding females. SAMUEL Kaun, M.D. 


Hauser, I. J., and Weller, C. V.: A Further Report 
on the Cancer Family of Warthin. Am. J. 
Cancer, 1936, 27: 434. 

Warthin reported observations regarding the 
cancer family under consideration on 2 occasions, 
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in 1913 and again in 1925. Of the 48 descendants of 
a cancerous grandfather who were traced at the time 
of the first report, 15 had developed cancer, and 
2 had developed benign neoplasms. Of 146 descend- 
ants traced in 1925, only eighty-eight had reached 
adult life and 28 had developed neoplasms. 

At the present time the family includes 305 in- 
dividuals of whom 174 have attained the age of 
twenty-five years. This age was selected as the 
beginning of the cancer age for the family since 
carcinoma has occurred in individuals as young as 
twenty-five years. Of the 174 members of the 
family who had attained the age of twenty-five years. 
41 (23.6 per cent) have developed malignant neo- 
plasms. The gastro-intestinal tract and the uterus 
are the primary sites of so many of the tumors that 
primary involvement of other parts of the body 
appears to be accidental. Microscopic examination 
showed that all of the carcinomas of the uterus were 
adenocarcinomas of the endometrium. 

Each of the branches of the family is considered 
separately and in some detail. In 2 branches cancer 
has never appeared. The authors find the anatomical 
location of the primary lesion more important than 
the total incidence of malignancy. They regard the 
predominance of lesions of the gastro-intestinal tract 
as noteworthy. They are of the opinion that this 
family provides very strong evidence of an inherit- 
able organ-specific predisposition to carcinoma. 

HAROLD C. OcHsNER, M.D. 


Heyd, C. G.: The Surgical Problems of the Obese 
and the Lean Patient. Surg. Clin. North Am., 
1936, 16: 713. 

The author states that there are certain differences 
to be observed in the technical application of surgical 
procedures to the obese and the lean patient. The 
obese female often presents the concomitant findings 
of fibromyomas, cholelithiasis, and colloid goiter. In 
the obese male, duodenal ulcer and pancreatitis are 
frequently associated conditions. The lean male 
patient often presents a gastric ulcer and visceropto- 
sis, and the lean female visceroptosis and varying 
degrees of liver disease. 

Both the obese and the lean patient require a 
more detailed pre-operative study than the patient 
of average weight. In the obese patient, cardio- 
vascular disturbances, the association of diabetes, 
biliary disease, and gout, and decreased resistance to 
infection are possibilities and the liver is often 
smaller than normal. The mere presence of obesity 
renders an accurate prognosis difficult. 

The anesthetic should be selected with great care 
and only after consideration of all factors. Anes- 
thetics that are introduced by vein or by rectum are 
inadvisable because of the possibility of added insult 
to the liver. The dose of an anesthetic should be less 
than the dose calculated on the basis of the patient’s 
weight. In the cases of very obese patients inhala- 
tion anesthesia is usually contra-indicated. The 
anesthesia of choice is intradural block of the spinal 
nerves. 
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Among the factors with an unfavorable influence 
on the results of surgery on the obese are: (1) the 
greater length of the incision necessary; (2) the 
depth of the abdominal wall; (3) limitation of the 
exposure; (4) greater friability of the mesentery and 
peritoneal structures; (5) a greater tendency toward 
postoperative transudation of serum; (6) poor 
muscular closure; (7) greater frequency of wound 
dehiscence; and (8) the probability of a persistent 
serous discharge from broken-down and traumatized 
fat. 

Among lean patients there is one class which ex- 
hibit a low vasomotor tone and are apt to develop 
surgical shock following relatively minor procedures. 
In the cases of such patients the diagnostic problem 
is more difficult, more extended tests of body func- 
tion are often necessary, and the chance for com- 
plete cure is less favorable. In contrast to that of the 
obese patient, the pre-operative treatment is satis- 
factory if the blood pressure is raised and an ade- 
quate intake of fluid and dextrose is provided. 

Of chief importance in the pre-operative prepara- 
tion of all patients is determination of the water 
requirements. It has been roughly calculated that 
for each degree of elevation of the temperature above 
the normal and for any increase of 30 heart beats 
over 8o there is an additional body loss of 500 c. cm. 
of water per day. It must be borne in mind that, 
because of their greater body surface, obese patients 
lose greater amounts of water by irradiation than 
lean patients. A great loss of body fluids, as by 
vomiting, may establish a vicious circle with either 
dehydration or hypochloremia. Alteration of the 
enterohepatic water circulation may cause either 
acidosis or alkalosis. 

In the author’s cases the pre-operative and post- 
operative régimes are based on the maintenance of a 
full water balance by the administration of at least 
3,000 c. cm. of fluid daily and increasing the glycogen 
reservoir function of the liver. For forty-eight hours 
before operation the diet consists chiefly of carbo- 
hydrates. In the cases of jaundiced patients the 
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bleeding and coagulation time are determined, and if 
they are found delayed, calcium chloride is given 
intravenously once daily. Transfusions given before 
operation have been found of greater value than 
transfusions given after operation. 

After all laparotomies there is an absorption of 
normal and altered blood serum, pathological ex- 
udates, and the by-products of a deranged gastro- 
intestinal system. As the absorption of a great 
amount of wound serum increases the burden on the 
liver, abraided or denuded surfaces left by the opera- 
tion should be minimal and as much fluid as possible 
should be aspirated from the operative field. 

If postoperative vomiting occurs, the use of an 
indwelling Levine tube, absolute deflation of the 
stomach, and the parenteral administration of fluids 
are indicated. During the time the Levine tube is in 
place the patient may drink water and allay the 
sensations of thirst without endangering the tran- 
quillity of the stomach. Harvey S. ALLEN, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Lamarque, P.: Historoentgenography. A New 
Technique for the Examination of Microscopic 
Sections (L’historadiographie. Nouvelle tech- 
nique d’examen des coupes microscopiques). Presse 
méd., Par., 1936, 44: 478. 

Using mammalian tissue, the author has carried 
out investigations similar to those of Dauvillier in 
1930 on the roentgenography of histological sec- 
tions of plant tissues. 

To obtain satisfactory results a special tube which 
utilizes a tension of about 5 kv. is required. The 
fixed but unstained sections are placed directly on 
the surface of a special fine-grained emulsion. 

It is hoped by this method to advance the study 
of the minute structure and elements of tissues and 
cells. To date, however, no definite conclusions 
have been drawn. 

The article contains eleven historoentgenograms. 

ALBERT F. De Groat, M.D. 
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